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FREE TISSUE 


TRANSPLANTATIONS 


By D. B. PHEMISTER, M. D., Cuicaco 


HE transplantation of detached portions 
of the living body has long been of interest, 
as witnessed by the fact that it has so fre- 

quently been the theme of the artist during the 
past three or four hundred years. Occasional 
attempts at its performance were made, but with 
uniformly bad results until after the middle of 
the r9th century. In 1858, Ollier established its 
feasibility by the successful transplantation of 
bone and, in 1870, Reverdin performed the first 
successful skin transplantations. New possi- 
bilities were soon opened up by the introduction 
of antisepsis, and with the works of Thiersch, 
Krause, Wolff, and Hirschberg the transplanta- 
tion of skin was carried almost to completion. 
However, little headway was made with the 
transplantation of other tissues until the begin- 
ning of the present century. With a more refined 
technique came renewed interest, and one is safe 
in saying that, during the past ten years, the free 
transplantation of tissues has been more exten- 
sively investigated and more rapidly advanced 
than any other phase of operative surgery. The 
composition of the transplant has been extremely 
varied; all of the different tissue elements have 
been transplanted either separately or in com- 
bination, chiefly with the idea of restoring miss- 
ing portions or correcting mechanical defects. 
Portions of or entire organs have been trans- 
planted in order to obtain their physiological 
effects in a host where the homologous organs are 
defective, either as a result of disease or of opera- 
tive removal, as, for instance, the transplantation 
of parathyroid for post-operative tetany, follow- 
ing accidental parathyroidectomy in goiter 


operations. The result of a transplantation is 
dependent upon a great many factors which may 
be considered under the following heads: 

1. The nature of the cells comprising the trans- 
plant. The more highly specialized a cell is the 
less marked are its resisting and regenerating 
powers, and this is particularly well shown in the 
case of transplantations. The simpler tissues 
which require less nutrition survive for days on 
the transudate which permeates them, but the 
more highly specialized ones undergo necrosis 
in a few hours without a blood vascular circula- 
tion. The most favorable tissues for transplanta- 
tion are the simpler connective tissues, such as 
tendons, fat, fascia, and bone; the most un- 
favorable ones are muscle and nerve. 

2. The source of the material. Autoplastic 
transplants are those which are derived from the 
same animal into which they are transplanted, 
and, other things being equal, give the best re- 
sults. The tissues and fluids of each body are 
different from those of every other body, and 
while this difference may be only slight, it is 
sufficient to make it advisable whenever possible 
to use the patient’s own tissues for the repair of 
his defects. 

Homoplastic transplants are those which are 
derived from another animal of the same species. 
When composed of the simpler tissues, such as 
fascia and tendon, they may be used successfully 
but not with the same regularity as autoplastic 
grafts, and when composed of the more highly 
differentiated cells, such as skin or mucous mem- 
brane, they result in failure. Other objections to 
their use are that material is often difficult to 
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obtain and that disease may be transmitted from 
the donor to the host. 

Heteroplastic transplants are those which are 
derived from an animal of a different species or 
consist of dead animal tissue. Living tissue from 
a different species always succumbs when trans- 
planted into man or the higher animals. If there 
is infection, which is particularly liable to occur, 
it immediately sloughs out. If there is no infec- 
tion, it either becomes incapsulated or is absorbed, 
and is slowly substituted by the tissue into which 
it is transplanted, as may happen in the case of 
bone, months after its transplantation. Hence, 
clinically, the transplantation may be a success 
while the transplant undergoes partial or even 
complete necrosis. 

3. The indication for the transplantation. If 
tissue is transplanted into a location in which it 
is not needed, it is even harmful; and where there 
is no function for it to perform, its cells may 
retain their vitality, but nearly always there will 
be few or no proliferative changes in the trans- 
plant. On the other hand, a sort of atrophy of 
disuse usually sets in and it slowly decreases in 
size and is eventually absorbed. However, if it 
is transplanted into a defect in the course of tissue 
where there is demand for it to perform a func- 
tion, proliferative changes are usually marked 
and it rapidly becomes united to and similar in 
structure to the portion into which it is trans- 
planted. This is according to the law of func- 
tional irritation laid down by Roux. If the trans- 
plantation has been technically so well performed 
that active demands can be made upon it to func- 
tionate without injury, the response will be very 
much greater, as in the case of transplanted 
tendons which have been so well sutured that 
early active movements can be carried out; this 
is well illustrated by the experimental work of 
Lewis and Davis. This rule holds for glandular 
tissues which have a secretory function to per- 
form as well as for connective tissues whose func- 
tion is local and mechanical. Halsted has shown 
that parathyroids would not take and remain 
alive for any length of time unless there was a 
deficiency of parathyroid material and secretion 
in the animal. 

4. The technique of the transplantation. This 
is of very great importance. Asepsis is essential 


for uniformly good results, although a mild in- 
fection is not necessarily indicative of failure. 
Grafts composed of the connective tissues fre- 
quently take in part or whole in the presence of 
slight infection. 

Good hemostasis is very essential for the 
A hema- 


rapid reéstablishment of circulation. 
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toma not only favors the development of infection 
but also interferes with the early nutrition of the 
transplant by the permeating serum. The 
avoidance of traumatism to the transplant pre- 
vents necrosis of portions and lessens the danger 
of infection and the possibility of the formation 
of adhesions, which may be highly desirable, as 
in the case of transplanted tendons. Good 
approximation and suturing are necessary where 
early use is to be made of the part in order to 
secure the benefits of functional irritation. In 
case the transplant lies very near the surface the 
skin incision should be so placed as not to fall 
directly over it; necrosis and infection are less 
apt to result. Extensive scars should be excised 
from a field if possible before transplantation 
into it because their poor blood supply is likely 
to interfere with the reéstablishment of circula- 
tion in the graft. A successful clinical result 
does not necessarily mean that all of the trans- 
plant lived, for, as a rule, more or less of it under- 
goes necrosis. 

The subsequent changes in the tissues when 
from a clinical standpoint transplantation has 
been a success are variable. The entire trans- 
plant may live and become united in its new posi- 
tion. This is usually not the case, but it is fre- 
quently seen in transplants consisting of fascia 
and tendons. Part of the cells of the transplant 
may die while the rest live and hypertrophy, 
forming new tissue, which gradually absorbs and 
substitutes the necrotic portions. In bone with 
its periosteum and endosteum intact the bone cells 
of the compacta die but the periosteum and en- 
dosteum survive and form new bone which 
gradually replaces the dead portion. Again, the 
entire transplant may die and substitution occur 
by an ingrowth of like tissue from the surrounding 
portions, as in the case of a successful heteroplastic 
tendon transplantation. The subsequent changes 
in a transplant which fails may be any one of the 
following: 

1. There may be immediate sloughing out 
from infection and death of the transplant. 

2. The transplant may heal in at first, but 
after weeks, evidences of mild infection develop 
and a fistula forms. The infection usually in- 
creases until finally the transplant which has 
died sloughs out or has to be removed. 

3. The transplant takes at first, but its cells 
are slowly absorbed or replaced by connective 
tissue. 

The fate of tissues transplanted into locations 
where they have no function to perform, as, for 
instance, bone or tendon into the subcutaneous 
tissues, is usually that of gradual absorption. 














MONTHLY COLLECTIVE REVIEW 


SKIN TRANSPLANTATION 

There has been little advance during recent 
years in the field of usefulness of transplanted 
skin, but, as a result of the researches of Lexer, 
our ideas as to the relative value of the different 
types of transplants and of materials from dif- 
ferent sources have been more definitely formu- 
lated. The type of graft indicated varies accord- 
ing to the location of the area to be covered and 
as to whether or not a movable skin is desired. 
Epidermal grafts, cut according to the Thiersch 
method, are the most successful and best suited 
for the great majority of cases. They may be 
cut in the largest possible strips. 

The preparation of the surface for receiving 
the grafts should vary according to the nature of 
the wound. If it is covered by healthy dry 
granulations, the grafts may be applied directly 
with almost no preliminary curettage. However, 
if conditions are not just right, and this includes 
the bulk of cases, the entire surface should be 
curetted and careful hemostasis obtained before 
the grafts are applied. The extravasated blood 
should be allowed to clot upon the surface, after 
which firm pressure is applied with gauze and 
the clot is forced out. This leaves behind a coat 
of fibrin upon which the grafts are applied and to 
which they adhere firmly. The character of the 
dressing is of little importance provided the opera- 
tion is properly done and the grafts are not too 
much disturbed. In case the wound is located 
about the face and a movable skin is desired, 
the result is best obtained by transplantation of 
the entire thickness of the skin, including the sub- 
cutaneous fat. Because of the rich blood supply 
such transplants take in the great majority of 
cases. Grafts including the entire thickness of 
the skin are more often successful if the subcu- 
taneous fat is cut away, which can be done either 
at the time of or after their removal. However, 
they are firmly bound down and are more suitable 
for use about the hands, etc. 

The source of the material is of much greater 
importance than was formerly supposed. Accord- 
ing to Lexer, autoplastic grafts are the only ones 
in which the epidermis lives and forms a perma- 
nent covering for the area. 

Heteroplastic transplantation is a failure. The 
grafts usually slough off shortly after their 
application. Davis has reported success with 
skin taken from young pups, and Bianchi and 
Fiorani with that from young chickens, but 
Lexer says it remains alive and attached only for 
a short time, after which it acts as a crust under 
which healing occurs but without the formation 
of any epithelial covering from the transplant. 
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Homoplastic transplantation has been the sub- 
ject of a great deal of discussion. Thiersch, 
Garré, Enderlen, and Karg have maintained that 
it is unsuccessful, while many others have re- 
ported success in a certain percentage of cases; 
J. S. Davis claims equally good results with auto- 
plastic and homoplastic grafts. In recent years 
Lexer has performed a series of homoplastic 
transplantations and has arrived at the following 
conclusions: 

1. Skin transplanted from one adult to another 
sloughs off in a short time. 

2. Skin from a parent, brother, or sister may 
take temporarily but eventually sloughs off. 

3. Skin from a foetus may take and remain 
adherent but undergoes necrosis and is substituted 
by the ingrowth of fibrous tissue from beneath. 

The course of homoplastic grafts may be any 
one of the following: 

1. Acute necrosis with gangrene of the trans- 
plant. This is a very common result. 

2. The grafts take at first but after one or 
two weeks are totally discarded with the forma- 
tion of a layer of pus and granulations beneath. 

3. The grafts take at first but after three or 
four weeks undergo necrosis and dry gangrene, 
forming a thin dry crust, beneath which, healing 
occurs by scar formation. 

4. The grafts take and at the end of three or 
four weeks seem firmly fixed. Then areas of 
slight desquamation develop. Fibrous granula- 
tions now grow in and substitute the transplanted 
tissue without any appreciable amount being cast 
off. In no case was an epithelial covering for the 
area formed from the cells of the transplant. He 
explains the persistence of pigmentation when 
negro skin is transplanted on to a white man, on 
the ground that while the cells are rapidly ab- 
sorbed the pigment remains and is removed very 
slowly. These transplantations were controlled 
by microscopical examinations of excised portions, 
which add considerable to their value. Oshima, 
in Lexer’s Clinic, has recently reported upon the 
histological examination of homoplastic grafts, 
including the entire thickness of the skin both in 
man and in animals, and has found that while 
the grafts become attached and live for two or 
three weeks they eventually undergo necrosis 
and either are absorbed or slough off. 


MUCOUS MEMBRANE TRANSPLANTATION 
Conditions for success are not nearly so favor- 
able in the transplantation of mucous membranes 
as they are in the transplantation of skin. The 
application of a dressing is never possible and 
infection is very apt to occur because of the 
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exposed condition of the graft. Rubbing against 
the opposing surface is inclined to produce dis- 
placement and the bathing of the graft in a 
continuous secretion may cause it to float away. 
The only clinical use so far made of mucous 
membrane grafts has been with the squamous- 
celled mucous membrane of the mouth, which 
has been successfully employed in the repair of 
defects of the conjunctiva. 

There had been little investigation made on 
the subject of the transplantation of cylindrical 
and columnar-celled mucous membrane until 
Lexer used successfully the vermiform appendix 
from the same person for the repair of a defect in 
the urethra after the excision of a stricture. This 
has been followed by the work of Streissler, who 
used the appendix for the restoration of the 
urethra in cases of hypospadius. Axhausen has 
studied the fate of the mucous membrane of the 
stomach and bladder in dogs in autoplastic, homo- 
plastic, and heteroplastic transplantations. The 
grafts included mucosa, muscularis mucosz, and 
submucosa which were transplanted on to the 
peritoneal surface over the stomach or bladder, 
where they were stitched in place with catgut 
sutures. They were examined from 14 to 70 days 
later. Heteroplastic grafts from the rabbit were 
used four times with rapid death and absorption 
of the grafts in every case. In ten homoplastic 
transplantations the grafts all died and became 
surrounded by granulation tissue. Absorption 
of the epithelial portion of the graft was rapid 
but the muscularis and connective tissue persisted 
for a much longer period, giving to the transplant 
the appearance of an incompletely organized 
scar. 

In the autoplastic transplantations the results 
were quite different. The mucous membrane 
remained alive in all 16 experiments and possessed 
a marked tendency for proliferation, leading to 
the formation of multiple cysts, some of which 
in the two months old specimens reached 
the size of an egg. In none of Axhausen’s speci- 
mens was mucous membrane transplanted into a 
location where it had a function to perform, so 
that the influence of functional irritation upon 
the course of the transplant has not yet been 
tested experimentally. Not enough cases have 
been reported for one to judge as to the value of 
the mucous membrane of the appendix in the re- 
pair of the urethra in operations for stricture and 
hypospadius. However, if such operations are 
attempted, from Axhausen’s experiments it 
would seem advisable to rely only on the mucous 
membrane of the patient’s appendix for the 
source of material. 
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FAT TRANSPLANTATION 

Because of its low degree of specialization and 
relatively poor blood supply, fat would appear to 
be one of the easiest tissues in the body to trans- 
plant successfully, and the results, both of the 
operations in man and of experiments in animals, 
prove this to be the case. 

Transplants of fat have long been used for fill- 
ing out defects about the head, but it has been 
only within the last few years that their use has 
been extended to other regions of the body. Ex- 
periments have been performed to determine the 
fate of the different kinds of grafts. 

Autoplastic transplants, in both man and 
animals, were studied in 1912 by Makkas. He 
found that in a part of his experiments in which 
fat was transplanted into bony cavities practically 
the whole transplant took and became attached 
but that later on there was proliferation and 
contracture of the interlobular connective tissue. 
In the others there was considerable breaking 
down of fatty tissue and marked increase of the 
fibrous elements, so that eventually in some cases 
the fat was largely replaced by scar tissue. 

Homoplastic transplantations into the lumbar 
region of rabbits have been carefully studied by 
Rehn. He found that they were easily infected 
and that the grafts frequently sloughed out despite 
the most careful asepsis. The majority took and 
became attached to the surrounding tissues. 
Shrinkage was noticed after the fourth week and 
continued until in the oldest experiment at the 
end of 24 weeks the size of the transplant had 
diminished one-third. Softening and small cyst 
formation were noticed about the periphery of 
the grafts after the tenth week, but the central 
portions appeared to be, if anything, somewhat 
firmer than normal. Microscopically the inter- 
lobular connective tissue was seen to be hyper- 
trophied in the -younger specimens and trans- 
formed into dense fibrous tissue in the older ones, 
giving to the transplant an indurated character. 
The fat of the fat-cells gradually underwent 
necrosis, broke up into globules, and was either 
removed or collected into islands, which formed 
the oily cysts about the surface. The central 
portions of large transplants also underwent 
necrosis. Fat is regenerated by the proliferating 
fat-cells which survive and by other new cells 
which seem to come from the interlobular con- 
nective tissue. At first their fatty content is 
small, but it gradually increases until at the end 
of 24 weeks the amount in each is more than half 
of the normal. Giant-cells and phagocytes are 
seen actively engaged in removing the broken- 
down portions of the transplant. These experi- 
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ments show that only a part of the transplant 
lives, that its fibrous content is increased, and that 
new fat is gradually formed to take the place of 
that which breaks down and is absorbed. 

Clinically, fat has been successfully used by 
Rehn, Czerny, Neuber, Lexer, Bier, and others 
for filling out defects about the face caused by 
injuries and infections resulting in destruction 
of bone and depressed scar formation, as after 
frontal sinus and mastoid operations, depressed 
fractures, etc. The scar is dissected loose through 
a small incision and strips of fat from the ab- 
dominal wall stuffed into the defect. In ophthal- 
mology, fat has been used to fill out the orbit 
after enucleation of the eye, and, according to 
Verderame, with good results in Axenfeld’s 
clinic for the past 15 years. Barraquez, Marx, 
and others have used fat to fill out the bulb of the 
eye after evisceration, but, according to Marx, 
it does not remain alive because of the poor 
opportunity for the reéstablishment of circulation; 
connective-tissue substitution occurs. The breast 
region has been filled out by the transplantation 
of a lipoma by Czerny, Lexer, and others. 

In recent years the extensive use of fat from 
the abdominal or gluteal regions for filling out 
bone cavities, the result of osteomyelitis, myeloid, 
sarcoma, bone cysts, and tuberculosis, has been 
reported by Makkas, Klopfer, Krabbel, Rehn, 
and others. The diseased focus is thoroughly 
cleaned out and hemostasis is obtained before 
the fat is inserted; the wound is closed without 
drainage. The results have been variable. In 
aseptic wounds the transplant usually takes, but 
where fistulae are present sloughing out is the 
rule. Bone very slowly takes the place of the 
fat in those cases which have been traced for 
some time after operation. Fat behaves very 
much the same as a Morhof-Mosetig plug, with 
the one advantage that it may eventually be 
substituted by new bone. The use of a fat and 
fascia transplant in arthroplasty, in brain and 
dura defects and for surrounding sutured nerves 
and tendons will be spoken of under fascia trans- 
plantations. 


FREE TRANSPLANTATIONS 

Since the advent of modern surgery, occasional 
attempts at the repair of defects in the course of 
tendons by the free transplantation of tendon 
have been made. Gluck demonstrated its feasi- 
bility in 1881 and Heuck its practicability in 
1893. However, plastic operations upon tendons 
were performed chiefly by means of dead foreign 
materials, such as silk, catgut, and silver wire, 
until the recent researches of Kirschner, Rehn, 
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and Lewis and Davis excited new interest in the 
subject of direct tendon transplantation and led 
to its more extensive application. 

The fate of transplanted tendon has been de- 
termined by the above-mentioned writers and 
most accurately by Lewis and Davis. The 
behavior of autoplastic and homoplastic grafts 
is very similar, with the advantage in favor of 
the former, so that they will be considered to- 
gether. A marked difference was found between 
tendon transplanted into the subcutanecus tissues 
and that which was transplanted and sutured into 
a tendonous defect where it was called upon to 
functionate. The cells of the former retained 
their vitality and stained well, but there was not 
a sign of proliferation to be seen. After a number 
of days, shrinkage into a small ball of tendonous 
tissue was the invariable result. This shrinkage 
is due to disuse analogous to the atrophy which 
occurs in a paralyzed limb. On the other hand, 
where the position of the transplant was such that 
it had a function to perform, its cells not only re- 
mained alive but it rapidly increased in size and 
became united to the ends of the tendon. This 
increase in size was due to some extent to oedema 
of the transplant from imperfect circulation, but 
chiefly to a marked proliferation of the cells of the 
peritendenium externum and _ peritendenium in- 
ternum forming a mantle surrounding and parti- 
tions throughout the transplant. There were some 
degenerative changes in the tendon, the fibrill be- 
ing swollen and gnarled, with small areas of hya- 
line and granularchanges. These proliferative and 
regressive changes were most marked during the 
second to the fifth weeks, after which the tendon 
rapidly diminished in size and by the end of 59 
days had practically returned to normal. These 
two sets of experiments show the importance of 
functional irritation for the occurrence of hyper- 
trophy, rapid union, and metamorphosis of the 
transplant. Hence the necessity for careful and 
firm suturing and early use of the repaired tendon 
as emphasized particularly by Lexer and Lewis 
and Davis. 

Clinically, free transplantation of tendon has 
been used almost entirely for filling in defects in 
the course of the long flexors and extensors of the 
hand resulting either from accidents or phlegmons 
of the hand. Lexer and Rehn have reported upon 
8 cases treated in the Jena Clinic by this method. 
Tendon from the same individual used for homo- 
plastic transplantation has not worked so well in 
man as in animals. A quadriceps tendon in a 
knee-joint transplantation was repaired by homo- 
plastic transplantation of the Achilles tendon 
with subsequent sloughing out of the tendon and 
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infection and loss of the limb. The transplants 
for the hand tendons are taken from the palmaris 
longus through two small incisions above and 
below. In case of the flexor tendon an incision 
should be made in the palm and its proximal end 
isolated and sutured to one end of the transplant. 
Then the skin is undermined with an elevator 
clear to the finger tip, where a second incision is 
made, and a probe, with an eye at the end, is 
carried back through the tunnel; a ligature, to 
which the free end of the transplant is fastened, 
is threaded through it, and the tendon is then 
pulled into the tunnel, where it is fastened to the 
bone at its free end. Early movement is begun 
and surprisingly good results have been obtained, 
as were shown by photographs accompanying 
the communication. Kirschner prefers strips 
of fascia to free tendon transplants and claims 
that the fascia becomes transformed into tendon. 
Lewis has used a fascial tube in the same way, 
but has shown by examination of the excised por- 
tion that it acts as a guide for tenoblasts which 
grow out from either end of the tendon and restore 
its continuity. Under favorable conditions the 
fascia may be transformed into the tendon 
sheath. 
FASCIA TRANSPLANTATION 

Kirschner, in 1909, was the first to demonstrate 
the viability of transplanted free fascia, and since 
that time it has been used clinically in a great 
variety of conditions, principally for the repair of 
defects in mesoblastic structures. The fate of 
autoplastic and homoplastic grafts in animals, 
as shown by the studies of Kirschner, Lewis and 
Davis, and J. S. Davis, is approximately the same, 
but Kirschner, from an analysis of clinical results 
in a recent article, gives a very decided preference 
to the autoplastic graft for use in human beings. 
When transplanted into almost any tissue or on 
the wall of any aseptic cavity of the body the 
transplant lives and becomes united to the sur- 
rounding tissues. If, in this new location, it is 
not subjected to any movements or strain, 
shrinkage and some connective-tissue degenera- 
tion occurs, converting the fascia into a scar. 
When transplanted into a defect where tension 
is thrown upon it the functional stimulation 
maintains its normal size or may even lead to 
hypertrophy. The two sources of the material 
most often employed are the fascia lata of the 
thigh and the rectus abdominus sheath from 
which the fascia may be taken for use during 
abdominal operations. 

As to the undoubted uses to which transplanted 
fascia may be put there is still a great deal of 
doubt, since most of the operations have been 
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performed in recent years and sufficient time has 
not yet elapsed in which to judge of their results. 
Kirschner, whoseems to be championing its cause, 
has recently published a comprehensive review 
of the subject, and the extensive uses to which he 
puts it in the repair of defects and deformities 
in various parts of the body border well on the 
fantastic. In repairing divided tendons he recom- 
mends that, after suturing, a cuff of fascia be 
applied about the line of suture in order to pre- 
vent the formation of adhesions. Defects in the 
course of tendons may be repaired by a bridge of 
fascia which is folded about and sutured to the 
liberated ends, as related in connection with ten- 
don transplantation. Kirschner reports some 
good and other bad results obtained by this 
method. 

Ptosis may be corrected by the transplantation 
of a band of fascia which runs subcutaneously 
from the tarsus below to the occipitofrontal muscle 
above. The appearance of the face in case of 
facial nerve paralysis has been improved by an- 
choring the region of the angle of the mouth to 
the zygoma. Kirschner recommends a band of 
fascia for this purpose. 

Kirschner recommends the use of fascial trans- 
plants for fixation purposes in certain cases of 
flat-foot and other foot deformities and in habitual 
peronzus tendon, patellar, and shoulder disloca- 
tions. He has also made use of them for the 
fixation of organs, as in nephropexy and orchido- 
pexy in cryptorchism, but the advisability of 
resorting to any of these procedures seems 
doubtful. 

Fascial strips have been used to tie around the 
pylorus for closure in case of gastro-enterostomy 
in which the diseased process has not produced a 
narrowing of the stomach outlet. Experiments 
by Bogaljuboff have shown that while this does 
not completely obstruct the lumen it produces 
more of a permanent constriction than anything 
else that has been tried. Wilms claims that 
this is due to the gradual shrinkage which the 
fascial band undergoes. Necrosis with cutting 
through and escape into thelumen does not occur, 
as is the case with non-absorbable ligatures, such 
as silk and silver wire. 

Thole, Enderlen, Kirschner, and others have 
used sheets of fascia for the repair of large ventral 
and occasionally of inguinal and femoral herniz, 
and Payr for patching large defects in the parietal 
pleura, the result of extensive resections of the 
chest wall. In a few instances fascial flaps have 
been sutured over ruptures of the liver and spleen 
for controlling hemorrhage. For many years 
attempts have been made to reinforce sutures of 
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the cesophagus, stomach, and intestines applied 
after perforation or resection by covering them 
over with living tissue. Senn first used omentum 
for this purpose in 1888, and since then it has 
been used frequently. K@6nig has recently tested 
out both experimentally and clinically the value 
of fascia for this purpose and has obtained satis- 
factory results. Wounds of the ureters have been 
repaired, both clinically and experimentally, 
by the use of fascia, but the results have been 
unsatisfactory, as stricture formation and hydro- 
nephrosis neatly always result. Lewis and Davis 
have successfully used fascia for the repair of 
defects of the common bile duct in dogs. A flap 
of fascia lata was sutured about either end of the 
divided duct and then into a tube. Marked dila- 
tation of the fascial tube occurred forming a sac 
about the size of a gall-bladder, but the duct re- 
mained patent. 

Defects of the dura resulting from compound 
fractures, the removal of tumors, of scars and 
adhesions in epilepsy, etc., have been repaired 
extensively by Eiselsberg, Lexer, Korte, Payr, 
Lewis, and others with transplants taken from 
the fascia lata. In epilepsy, particularly, a com- 
bined fat and fascia transplant has been given 
the preference. The results of this procedure are 
somewhat uncertain as yet. 

Sutured nerves have been surrounded by a cuff 
of fascia and defects in their course have been 
bridged over with the idea of conducting the out- 
growing fibers of the proximal end into the distal 
portion. 

In the mobilization of ankylosed joints, free 
and pedunculated flaps of various compositions 
have been placed between the ends of the bones 
to prevent the recurrence of fibrous or bony union 
and to aid in the formation of a new joint cavity. 
Of these agents, which include fascia, fat and 
fascia, muscle and prepared animal membranes of 
various sorts, fascial or fat and fascial flaps 
have proved to be the most satisfactory both in 
animal experiments, such as those of Sumita 
and Allison and Brooks, and in operations on man, 
as shown by the results of Murphy, Payr, and 
many others. According to Allison and Brooks 
there is no difference in behavior between a free 
and a pedunculated flap of fascia when placed 
between the ends of the bones. In both instances 
the flap undergoes necrosis and absorption, but 
by causing exudation and separating the ends of 
the bones for from two to four weeks, it permits 
of the formation of a fibrous coat over each end, 
anda capsule partly re-forms, leaving a joint cavity 
filled with a slightly bloody or serous fluid. 
Without the implant, less exudation occurs and 
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fibrous union between the bony ends results. 
Heteroplastic substances interposed, such as 
Cargyle membrane, chromacized pig’s bladder, 
etc., are more rapidly broken down, cause much 
more reaction and exudation and stimulate an 
overproduction of connective tissue (or callus) 
from the ends of the bones, resulting in a fibrous 
union which later on may ossify. On the other 
hand, Sumita claims that while the free transplant 
breaks down and disappears, nearly all of the 
pedunculated flap lives. The flap as a result of 
squeezing and crushing between the movable 
ends of the bones becomes cedematous and 
hemorrhagic and undergoes hypertrophy in 
some portions and necrosis in others. All this 
leads eventually to the formation of one or 
sometimes more cavities in the transplant, the 
walls of which thin out and become attached to 
the ends of the bones and to the newly-forming 
capsule and a new joint is slowly formed. It is 
very similar to a ganglion in the structure of its 
walls and its mucoid contents. Microscopically, 
the wall consists of fibrous tissue without any 
endothelial lining. However, Murphy reports 
re-formation of a synovial lining in the joint of a 
dog operated on by him in this same manner. 
Clinically, the use of pedunculated flaps has been 
much oftener resorted to and has given the most 
satisfactory results. 


BONE TRANSPLANTATION . 

It is in bone surgery that tissue transplantation 
has found its most extensive field of usefulness. 
The feasibility of bone transplantation was first 
demonstrated by Ollier in 1858, and it has been 
employed clinically with increasing frequency 
ever since. During the past eight or ten years 
this increase has been particularly marked, and 
the extensive statistics of Murphy, Albee, Lexer, 
Streissler, and others testify to the satisfactory 
results which have been obtained. Great interest 
has centered about the two points as to what 
the composition of the transplant should be and 
what is the fate of the transplanted bone. Ollier 
thought that when autoplastic bone plus perioste- 
um and endosteum was transplanted into a bony 
defect where it had a function to perform the 
entire transplant lived, and this view has been 
upheld in recent years by Macewen and Mc- 
Williams, although they offer little microscopical 
evidence in its support. In 1892 Barth claimed 
as a result of his experiments that the entire 
transplant died and underwent substitution by an 
ingrowth from the surrounding proliferating 
bone; in other words, the transplant acted merely 
as a scaffold. Murphy now holds this view, but 
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he has offered no histological examinations in 
support of it. Barth has now rejected it in favor 
of the views of Axhausen, who, as a result of 
extensive experiments, concluded as follows: 

The periosteum and endosteum of the trans- 
plant remain alive, while all of the bone cells ex- 
cept a few about the cortex undergo necrosis 
and absorption. The periosteum and endosteum 
proliferate and produce callus, which takes part 
in the formation of union between the ends of 
the transplant and the bone into which it is trans- 
planted. They also supply the cells which grow 
into the Haversian canals with their revasculari- 
zation, absorb the old bone, and deposit new 
in its place. Thus, eventually, the dead cortex 
is substituted by new bone formed from the 
osteogenetic cells of the transplant which live. 
When the periosteum is removed, callous formation 
and substitution are both delayed because the 
chief source of osteogenesis from the transplant 
itself has been removed. Whatever substitution 
of the dead portion occurs from the transplant’s 
own surviving cells then comes from the endosteum 
and the few surviving superficial cells of the cortex. 
These views have practically been substantiated 
by the extensive histological studies of Fraugen- 
heim, Cotton and Loder, and myself. Ihave found 
that even where both periosteal and endosteal 
surfaces were whittled away there is some callous 
formation on the ends of the transplant, and 
although after 75 days absorptive changes pre- 
dominated there was some slight substitution of 
the old cortex by bone that had formed from a 
few surviving cortical cells. In a transplant with 
periosteum and endosteum on it is quite plain 
that the callus formed at the two ends and the 
substitution which goes on within the dead cortex 
comes from the surviving cells of the transplant, 
because, at the end of 40 or 50 days, the amount 
of bony callus about the transplant is large and 
substitution is well under way while both inter- 
mediary calluses at the ends are fibrous, thus rul- 
ing out completely the possibility of osteoconduc- 
tivity from the ends of the fragments. 

The ingrowth of new bone from the ends or 
surrounding portion into which the transplant is 
placed, which new bone substitutes the dead 
portion, may occur if there are no osteogenetic 
cells on the transplant, as in case periosteum and 
endosteum are removed or die, either as a result of 
infection, or the cutting off of nutrition, by a sur- 
rounding hematoma. However, this is the excep- 
tion, and the great bulk. of the transformation 
which occurs in'a transplant even with its peri- 
osteum removed is accomplished by the activity 
of its own surviving osteogenetic cells. 
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When bone is transplanted into the soft parts 
the conditions of nutrition are the same and the 
same portions survive or die as in transplants 
placed into bony defects. But regenerative and 
transformative changes are entirely different, in 
accordance with Roux’s law of functional irrita- 
tion. The bone in the soft parts has no function 
to perform, hence it usually produces little or no 
new bone and is gradually absorbed or becomes 
encapsulated; detached periosteum usually meets 
with the same fate. In my experiments with 
periosteum from the ulna transplanted into the 
thigh muscles nothing more than a millet-seed- 
sized mass of bone ever formed. In McWilliams’ 
experiments with costal periosteum transplanted 
into the abdominal muscles extensive new bone for- 
mation occurred in some cases. It is a question if 
the abdominal respiratory movements may not 
serve as a functional irritant to such transplanted 
costal periosteum resulting in the new bone forma- 
tion. That periosteum in its normal position 
possesses bone-forming properties has been 
demonstrated beyond a doubt by numerous work- 
ers such as Cornil and Coudray, so that the claims 
of Macewen are not to be taken seriously. 

The uses that have been made of transplanted 
bone are too well known to call for little more 
than enumeration. Defects in the course of bones, 
the result of traumatism, tumors, bone cysts, etc., 
may be filled in with a transplant of any dimen- 
sions provided the conditions necessary for a 
successful transplantation are present. Sievers 
has transplanted an entire bone, using a foot 
phalanx to take the place of finger phalanx 
excised for sarcoma. Old ununited fractures are 
best treated by bone transplantation. The intro- 
duction of a medullary splint as used so extensive- 
ly by Murphy is the best form of operative 
procedure, although an external splint or the 
inlay method of Albee may also give good re- 
sults. 

Bone transplants may be used to produce 
ankylosis of joints or arthrodesis. Lexer intro- 
duced this method for fixing the ankle-joint at 
right angles in cases of paralytic club-foot, but 
according to the reports of Schewandin from 
Bier’s Clinic it has not given as satisfactory re- 
sults as those obtained by the Albert operation. 
Kanavel has used the same procedure for the 
production of ankylosis of the knee in cases of 
Charcot’s joint in locomotor ataxia. The best 
form of transplant is one from the same person 
and containing both periosteum and endosteum. 
Homoplastic transplants are successful, but not 
as many of the osteogenetic cells remain alive 
and actively proliferate as in autoplastic grafts. 
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Heteroplastic grafts behave in the same manner 
as dead bone. 


MUSCLE TRANSPLANTATION 

Free transplants of muscle regularly undergo 
degeneration, as the cells are too highly differen- 
tiated to withstand the nutritional disturbances 
resulting from cutting off of the blood vascular 
circulation. Muscle with everything severed 
except its nerve supply meets with the same fate. 
The changes which occur in the dead transplant 
are variable. Usually absorption occurs rather 
rapidly, but in other instances, where necrosis 
occurs slowly, some ossification of the area may 
result. 


NERVE TRANSPLANTATION 

The nervous tissue of a transplanted nerve 
undergoes necrosis and absorption, leaving the 
connective-tissue framework as the only surviving 
portion. It serves as a conductor for the regener- 
ating axis cylinders. Hence the effect of a nerve 
graft is little different from that of a graft con- 
sisting of fascia or vein, and since autoplastic 
nerve grafts are so difficult to obtain, suture mate- 
rials, portions of veins, or tubes of fascia are used 
almost entirely in operations for the restoration 
of defects in the course of nerves. 


BLOOD-VESSEL TRANSPLANTATION 

The perfection of a satisfactory technique for 
the suture of blood-vessels by Carrell, Guthrie, 
Horsley, and others has led to extensive studies 
on the transplantation of segments of one vessel 
into defects of another. The changes in such an 
artery or vein transplanted into an arteriai defect 
with its completely severed vascular and nervous 
connections are as follows: 

Union at the two ends is by fibrous tissue forma- 
tion with complete encapsulation of the sutures. 
Gradual dilatation of the transplanted vessel 
occurs with thickening of its wall. This dilata- 
tion is more marked and occurs more rapidly with 
a venous than with an arterialtransplant. After a 
certain time the condition becomes stationary 
and a venous wall thickens relatively more than 
an arterial. The mechanical functioning may 
remain good for an indefinite period even in the 
case of a venous transplant. Live heteroplastic, 
cold storage, and chemically-fixed transplants 
serve almost as well as autoplastic and homo- 
plastic grafts. The histological changes which 
the grafts undergo have been studied by Carrell, 
Guthrie, Borst, Enderlen, and others and are as 
follows: 

In the autoplastic and homoplastic grafts the 


muscular and nervous elements undergo necrosis. 
The connective-tissue elements very largely live 
and proliferate to some extent, thus increasing 
the thickness of the vessel wall. Muscle is 
gradually absorbed and substituted by connec- 
tive tissue from the surrounding tissue, the ends 
of the vessels, and the surviving portion of the 
graft, so that the vessel is gradually converted into 
a dilated fibrous tube. The endothelial lining of 
the transplant, according to Borst and Enderlen, 
dies and is replaced by an overgrowth past the 
lines of suture from the ends of the vessel. The 
tissues of heteroplastic and chemically-fixed 
transplants are gradually completely substituted 
by ingrowing connective tissue. 

The clinical application of vessel transplanta- 
tion into vascular defects has been very limited. 
Goecke and Mantelli report the successful use 
of the saphenous vein for repairing defects of the 
popliteal and femoral arteries. Blood vascular 
grafts have been used by Payr and others, in 
place of the Mikulicz’s silver tube, in an endeavor 
to establish a permanent connection between 
the lateral ventricle and the subdural space or 
the jugular vein for the drainage of hydrocephalus. 
The operative mortality has been high and the 
results discouraging. The long saphenous vein has 
been used by Makkas, Tanton, Unger, and Becker 
to take the place of the urethra in hypospadius 
and stricture operations but with poor results. 

Wrede and others have used pieces of vein to 
repair defects in the course of nerves with the 
idea of obtaining an outgrowth of fibers along the 
lumen of the vessel. 


PARATHYROID TRANSPLANTATION 

As soon as it was discovered that post-operative 
tetany was the result of the absence of parathyroid 
secretion attempts were made to cure it by the 
transplantation of parathyroids. This has led 
to a great deal of experimental work, despite 
which and the meager clinical attempts there is 
still some degree of uncertainty as to the useful- 
ness of parathyroid transplantation. Halsted, 
Cristiani, Biedl, Leighton and Swarts, Leischner, 
and others have studied experimentally the effects 
and course of both autoplastic and homoplastic 
transplantations in animals where parathyroid 
tissue was either normal, deficient in amount, or 
totally lacking. It is agreed, except for Halsted, 
that both homoplastic and autoplastic trans- 
plantations are successful, the latter being more 
frequently so. After total extirpation of the 
parathyroids a permanent cure of the resulting 
tetany by the autoplastic or homoplastic trans- 
plantation of parathyroids has never been 
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effected; brief temporary relief has been obtained 
but the animals soon die of emaciation and tetany. 
According to Halsted, when the host has more 
than one-half the normal amount of parathyroid 
tissue and where there is enough internal secretion 
so that there is no parathyroprivia neither 
autoplastic nor homoplastic grafts will take, 
but they undergo necrosis and absorption. How- 
ever, if more than one-half, or enough parathyroid 
tissue is removed so that there is deficient para- 
thyroid secretion — but not complete absence — 
the excised parathyroid tissue, if reimplanted at 
the time, will take and help either to cure or keep 
the animal alive for an indefinite period. Halsted 
claims that only one of any number of such trans- 
planted parathyroids lives and functionates. If, 
after sufficient time has elapsed for the graft to 
take, the remaining parathyroids are excised, 
the transplanted one may be sufficient to keep 
the animal alive for an indefinite period—tr5 
months in one of Halsted’s cases—and even free 
from symptoms of tetany during a greater part 
of the time. He had no success with homoplastic 
grafts in dogs. 

If Halsted’s results are correct, they serve as a 
good illustration of the importance of functional 
irritation for the success of a transplant. Biedl 
obtained quite different results. He claimed to 
have successful transplantations in the presence 
of a normal amount of parathyroid secretion and 
also believed that several transplanted para- 
thyroids may remain alive and that homoplastic 
transplantations are successful. The trans- 
plantations have been made with about equal 
success into the thyroid, subcutaneous fat, sheath 
of the rectus abdominus, spleen, and bone mar- 
row. 

The clinical results in post-operative tetany in 
man obtained by transplantation of parathyroids, 
always from another person, have been variable. 
There are more than a dozen such cases on record 
in nearly all of which the parathyroids on one 
side had been removed in connection with lobec- 
tomy for goiter. In most instances there were 
symptoms of mild chronic tetany and Von Eisels- 
berg, Krabbel, Bose and Lorenz, and Danielsen 
have reported complete disappearance of symp- 
toms in from a few weeks to months following the 
transplantation. Pool, Kocher, and Czerny 
have obtained only partial relief in their operated 
cases. 


THYROID GLAND TRANSPLANTATION 


Transplantation of the thyroid gland is of less 
interest from a surgical standpoint because in 
case of thyroprivus from whatever cause, much 
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better and more lasting results can almost always 
be obtained by organotherapy than by transplan- 
tation of gland tissue. 

Von Eiselsberg was the first to successfully 
transplant thyroid tissue, and since then there 
have been a large number of workers who have 
made almost every possible variation as to the 
nature and location of the transplant. The sub- 
cutaneous tissues, rectus abdominous muscle, and 
peritoneum are favorable sites for the transplanta- 
tion. Payr has transplanted into the spleen and 
Kocher into the metaphysis of the upper end of 
the tibia, but with no special advantage over the 
other locations. The fate of the transplant is: 

The graft becomes attached in its new location 
and blood-vessels grow into its peripheral zone 
where the cells remain alive and the follicles large- 
ly retain their structure. Farther from the pe- 
riphery, necrosis develops and about the center of 
the transplant there is complete degeneration. 
Proliferative changes then occur in the living 
peripheral zone and a considerable amount of 
new thyroid tissue is formed while the central 
portion becomes converted into a connective- 
tissue scar. 

Cristiani demonstrated that a transplant healed 
in and proliferated more quickly in a thyroprivic 
than in a normal animal. Autoplastic trans- 
plantations have been much more successful 
than homoplastic. Transplanted thyroid tissue 
functionates for a time, but unfortunately in man 
after months or two or three years the transplant 
is absorbed and the thyroprivic symptoms re- 
appear. Payr, Birscher and Enderlen and Borst 
have transplanted healthy thyroid tissue into 
cretins with either no results or only temporary 
improvement and a complete return of symptoms 
after a few months or years. Better results can 
practically always be obtained by organotherapy 
than by transplantation. 

Other glands and organs have been transplanted 
with temporary success but such transplantations 
are of no surgical interest. 
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Plondke, F. J.: Preparatory and Post-Operative 
Treatment. J.-Lancel, 1913, xxxiii, 685. 
By Surg., Gynec. & Obst. 

The author makes a plea for better and more 
thorough preparatory and post-operative treat- 
ment of patients and regrets that the man of large 
experience, who is most competent to administer 
and direct the treatment intelligently, is usually so 
actively employed with operative and other work 
that he is often compelled to entrust the after-care 
of his patients to indifferent, inexperienced, or 
otherwise incompetent assistants, who, in turn, are 
apt to delegate the nurse to report the condition and 
depend on her to apply the treatment. The patient, 
therefore, is often neglected or, at least, deprived 
of the attention his condition demands. 

By preparation is not meant the old-time method 
of starving and purging for a week beforehand, with 
consequent impairment of the patient’s strength, 
but a painstaking investigation of all the organs 
and functions of the body with appropriate treat- 
ment of any faulty conditions that may be found, 
postponing the operation, if possible, until the 
patient is fit. 

The author recommends a restricted diet for two 
or three days before operation, with the administra- 
tion of a cathartic twenty-four to thirty-six hours 
before operation. 

Surgical shock is more easily prevented than 
cured and a close adherence to this theory gives 
better results than deferring treatment until symp- 
toms appear. The author recommends normal 
salt hypodermoclysis before the operation is started, 
in those cases, in which there is a possibility of 
shock developing. In septic cases, and where 
the operation has been prolonged, proctoclysis by 
the drop method is begun one and a half hours 
after leaving the table. In the use of these meas- 
ures in over a thousand cases, there has not been a 
single case of severe shock. No stimulants are 
recommended. The ordinary post-anesthetic vomit- 
ing requires no treatment beyond rinsing the 
mouth, absolute quiet, and a hypodermic of mor- 
phine; if vomiting persists, the use of a stomach 
tube is recommended. For gaseous distention the 
author recommends enemas, change of position, 
and the rectal tube. If unrelieved, turpentine 
stupa or eserine salicylate are used. The best 
results have been obtained, however, by the use 
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of 20 ccm. hormonal, intravenously. If this fails, 
operative procedures are recommended. 

Acute dilatation of the stomach, post-operative 
acidosis, and pneumonia are next discussed. The 
anodynes are recommended in post-operative pain, 
and the author believes there is no valid objection 
to their judicious use for the first twenty-four to 
forty-eight hours. Epwarp L. CornELL. 


ANZSTHETICS 


Babcock, W. W.: The Dangers and Disadvantages 
of Spinal Anesthesia. NV. V. M. J., 1913, xcviii, 
897. By Surg., Gynec. & Obst. 

The author introduces his article with a considera- 
tion of the general question of the innocuousness 
or safety of a given anesthetic and states that it is 
a relative matter. No method of anesthesia yet 
discovered is free from dangers or unpleasant con- 
sequences, but, as a standard for comparison, the 
universality of ether as a general anesthetic makes 
it a natural basis, experiences clinically with other 
methods being judged by equivalent statistics. 
However, reports from limited sources on ether vary 
so in showing its mortality that exact facts are not 
easily known. From no deaths in 60,000 administ ra- 
tions to 1 in 500, and even, in one emergency hospital 
in a coal region, to 1 in 100, is ananomaly extremely 
hard to explain. 

As to nitrous oxide, a recent demonstration of it 
in Babcock’s clinic by an expert resulted in one 
death from the anesthetic, one hemiplegia, one 
cortical palsy of the hand and forearm, and one 
circumflex palsy, out of six cases anesthetized. Com- 
ing to spinal anesthesia, he has collected 5,000 cases 
in which there were 11 deaths. He says many 
were handicapped patients; some had been given 
ether unsuccessfully; some were poor surgical risks 
for any method; while some had contra-indications 
for this method. 

On morbidity, the author collates statistics on 
nausea and vomiting, albuminuria, post-operative 
pains, duration of the anesthesia afterwards, head- 
ache, ocular and other palsies, and concludes that 
nothing found lays more morbid results at the door 
of spinal anesthesia than of ether. On cautions 
to be observed, he emphasizes asepsis of course; 
selection, position, and movement of the patient; 
repeated injections; preventing the breaking of the 
needle; and, on other points, he comments on con- 
sciousness of the patient, moralé of the operating 
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room, inability to properly introduce the solution. 
He recites experiences to illustrate the dangers, 
advantages, and disadvantages in the method, with 
the following conclusions: In his hands ether and 
spinal anesthesia have been about equally dan- 
gerous; in unskilled or careless hands the latter 
is undoubtedly more dangerous; morbidity from 
spinal anesthesia is less; ocular palsies are due to 
faulty solutions; lumbar, to faulty injection; neurotic 
symptoms are not more common than with ether; 
maintenance of position for half an hour after 
injection is vital; repeated injections are harmless. 
Contra indications are circulatory subtension, great 
depression of respiratory centers, shock, collapse, 
myocarditis, and intrathoracic effusions. Operations 
in the upper abdomen are more dangerous than in 
the lower. The newer methods of anesthesia, spinal 
anesthesia, nitrous oxide-oxygen, intravenous ether, 
should have their use restricted to selected cases and 
administration by qualified anesthetists. For 
general indiscriminate use ether remains the stand- 
ard. FRANK W. PINNEO. 


Cathcart, E. P., and Clark, G. H.: The Influence 
of Carbon Dioxide on the Heart in Varying 
Degrees of Anesthesia. J. Physiol., 1913, xlvii, 
393- By Surg., Gynec. & Obst. 

Cathcart and Clark have carried out extensive 
experiments on the effect of the administration of 
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Mann, R. W., and Loudon, J.: 
Canad. M. Ass. J., 1913, iii, 1062. 
By Surg., Gynec. & Obst. 

The symptoms of frontal tumors are both general 
and local. The general symptoms are those referable 
to increased intracranial pressure and include head- 
ache, vomiting, optic neuritis, vertigo, and mental 
failure... The local symptoms of frontal tumors are 
rather confusing as a rule. The tumor usually 
involves one of the silent areas in the brain, and 
often it is impossible to absolutely locate the situa- 
tion of the tumor. In some cases, there are notice- 
able changes in conduct, loss of power of orienta- 
tion, morbid fears, anosmia, insomnia, amnesia, 
illusions, hallucinations, delusions, etc. 

The varieties of tumors of the brain are as follows: 

1. Glioma, chiefly found in the cortex, pons, or 
medulla, occurs chiefly in the middle-aged or 
young. 

2. Sarcomata arise from the meninges, blood- 
vessels, or bone; they are the most common type in 
adults. 

3. Tuberculoma is chiefly basal and especially 
in the cerebellum; it is by far the most common type 
in childhood. 

4. Gumma is mostly seen at the base of the 


Frontal Tumors. 
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varying mixtures of carbon dioxide and air to intact 
animals under varying degrees of anesthesia. 
Several very instructive and important tracings are 
given, and they summarize their results as follows: 

When the animal is lightly under the influence of 
ether —in all cases the animals are quite uncon- 
scious — the effects of the administration of carbon 
dioxide by the respiratory tract produces, with 
almost perfect regularity, a reduction in the rate 
and amplitude of the heart-beat. Whereas, when 
the animal is deeply under, that is, when the ad- 
ministration of the anzsthetic is pushed until the 
cardiac contraction is slightly affected, there is, at 
most, merely the slightest reduction in the rate and 
amplitude of the heart-beat and at times none at all. 

The effect on the blood-pressure of giving carbon 
dioxide was very marked, in that a sharp rise of 
pressure of 30 to 40 mm. Hg. occurred when the 
animal was lightly anesthetized, but there was no 
rise of temperature when the animal was deeply 
under. It is to be noted that the carbon dioxide 
was administered for a very brief period only. The 
possibility that the observed reaction, in the case of 
the animal lightly anesthetized, was a protective 
phenomenon is not considered. 

The work is good, but the facts presented do not 
justify the practical conclusion ‘that if anesthesia 
is to be carried out with any degree of safety it 
must be deep.”’ WALTER M. Boornsy. 


HEAD AND NECK 


brain or brain-axis; it is very frequent in adults. 

5. Carcinoma is almost always secondary. 

6. Parasitic cysts. 

In connection with a general discussion of frontal 
tumors there is a report of a case of glioma of the 
right frontal lobe which came to autopsy. The 
personal and family histories of the patient were 
negligible; the initial symptoms were twitching of 
the limbs, followed by unconsciousness. Severe 
headaches and irrational talking soon followed and, 
in addition, the patient had difficulty in walking. 
The reflexes were normal except that the abdominal 
and epigastric were absent on the left side. The 
Wassermann test was negative, both on the blood 
and the spinal fluid. However, the patient was 
placed on mercury and the iodides and apparently 
was improving. Death, however, resulted, and the 
autopsy revealed a glioma of the right frontal lobe. 

J. H. SKILEs. 


Von Eiselsberg, A., and Ranzi, E.: Surgical 
Treatment of Tumors of the Brain and 
Spinal Cord (Uber die chirurgische Behandlung der 
Hirn- und Riickenmarkstumoren). Arch. f. klin. 
Chir., 1913, Cii, 309. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


This is an exhaustive report of all the operations 
of this kind performed for the last twelve years at 
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the surgical clinic in Vienna. Detailed case histories 
are given and all failures reported. Reports of opera- 
tions on 168 cases of brain tumor show that of 75 cases 
of tumors of the cerebrum, 25 died from the opera- 
tion, 21 died later, and there was no report from 5; 
of the 24 remaining ones, g recovered, 9 were im- 
proved, and 5 were not improved. Of the 16 hy- 
pophysectomies, 4 died soon after the operation, from 
meningitis; the rest were improved. Of the 32 cases 
operated on for tumors of the cerebellum, 17 died 
from the operation, and 8 died later. Of the re- 
mainder, 3 were cured, 2 improved, 2 not improved. 
Of the 17 tumors of the auditory nerve, 13 died from 
the operation, and 3 were cured; nothing is known 
of the other. Of the 28 palliative operations, 4 died 
soon after the operation; 7 died later, one being a 
suicide; 12 were improved; 5 not improved. 

If the examination shows a decrease in the coagula- 
bility of the blood, the patient is treated for several 
days with calcium lactate. The resistance of the 
cerebrospinal fluid to infection is increased as much 
as possible by the giving of urotropine. The field of 
operation is injected with one-half per cent novo- 
caine-adrenalin solution, less for its anesthetic effect 
than to prevent hemorrhage; ten minutes after the 
injection, a light ether anesthesia is begun. Large 
flaps of skin, periosteum, and bone should be made 
so as to get a good view of the tumor. 

Hemorrhage from the bone is best controlled by 
driving in Japanese wooden pegs. Bleeding from 
the soft parts that cannot be otherwise controlled 
s tamponed; if hemorrhage has not stopped at 
the end of the operation a tampon of living tissue, 
fascia, and muscle is formed. 

Recently, the operation has usually been carried 
out in two stages, the second being done eight or ten 
days after the first. A cross-shaped incision is 
made in the dura in the opposite direction from that 
of the bone flap, and if there is any abnormality in 
the dura it should be excised until healthy tissue is 
reached; the tumor is then removed as carefully as 
possible with a spatula and the finger. Tampon and 
drainage should not be employed; it is better to 
make a very careful primary suture of the dura and 
skin, as the danger of meningitis and fistula is there- 
by decreased. If the dura is removed or there is 
difficulty in replacing the brain, a plastic procedure 
may be carried out with fascia lata. It is better to 
sacrifice the bone than to give up making a primary 
suture. The 24 successful cases of plastic operation 
give no reason to believe that the presence of the 
fascia causes epileptic attacks. 

In operations on the cerebellum the bone is re- 
moved with Lane’s forceps. In discussing the causes 
of the high percentage of failures, the relatively 
high percentage of cases of meningitis is noted, and 
this is attributed partly to deficient technique and 
partly to poor hygienic conditions in the clinic. The 
even more frequent cases of death from shock can 
be partly avoided by operation in three stages. Re- 
ports of operations for 17 tumors of the spinal cord 
2 cases of death after the operation, 3 deaths 
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later, 3 cases cured, 6 improved, 1 unimproved, 
and 2 lost sight of. In 23 laminectomies for injuries, 
spondylitis, and for the sake of performing Férster’s 
section of the roots, 3 deaths resulted after the opera- 
tion, 5 deaths later, 9 improved, 4 unimproved. The 
technique consists of a one-stage operation under 
anesthesia, after the injection of the field of opera- 
tion with a novocaine-adrenalin solution; urotropine 
and calcium are also given. The patients are placed 
in the left lateral position and, after extensive re- 
moval of the vertebral arches, the cerebrospinal fluid 
is allowed to escape slowly. The dura and skin are 
carefully sutured, but no plaster cast is used. 
KIRSCHNER. 


Grey, E. G., and Emerson, L. E.: A Striking 
Acquirement of Visualizing Power and the 
Development of Dreams Following a Cerebral 
Tumor Extirpation. J. Am. M. Ass., 1913, lxi, 
2141. By Surg., Gynec. & Obst. 


The authors review a case in which Cushing re- 
moved an endothelioma of the dura over the right 
parietal region. The growth weighed 48.5 gm. and 
at no place did it seem to invade the cortex. The 
patient had never been able to visualize and in order 
to recall the faces of even her father and mother she 
had to consult their photographs. By a most 
tedious grind she could remember eight or nine lines 
of poetry or prose and then but for a short time. 
The night of the day of the operation, however, she 
had a dream which consisted of mental images; 
other visual dreams followed, at first simple, later 
quite complex. A number of these dreams are 
recorded, and some are psychologically analyzed. 
The morning following the operation she was able 
to make mental pictures of objects and persons in 
the room, a hitherto unknown faculty. Despite 
the fact that she had no visual memory or imagina- 
tion prior to the operation, her vision had always 
been good up to the beginning of her illness, 15 
months before the operation. Torr W. Harmer. 


Stetten, D., and Rosenbloom, J.: Clinical and 
Metabolic Studies of a Case of Hypopitu- 
itarism, Due to Cyst of the Hypophysis with 
Infantilism of the Lorain Type: So-Called 
Typus Froehlich or Adiposo-Genital Dystrophy 
of Bartels. Am. J. M. Sc., 1913, cxlvi, 731. 

By Surg., Gynec. & Obst. 


The authors review the work done in studies of the 
hypophysis, particularly as regards the metabolism 
of nitrogen, phosphorus, calcium magnesium, and 
chlorine in acromegaly. It has been shown that the 
carbohydrate tolerance is in no way affected by 
injections of the extract of the anterior lobe, al- 
though a general rise in metabolism is noted after 
the injection. None of the other experimental work 
which has been done can be compared with this 
study of a case of perversion of the pituitary gland, 
the case being a classical type of hypopituitarism, 
the opposite of acromegaly. The condition was due 
to cyst of the hypophysis with progressive bitem- 
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poral hemianopsia leading to optic atrophy and 
infantilism of the Lorain type. The patient was 
twenty-two years of age. It was noticed when he 
was ten years old that he was not growing normally; 
he complained of headaches which were severe; his 
eyes watered, and he could not read from the black- 
board at school. 

His eyesight failed until he was practically blind; 
physical development was retarded; he was very 
irritable, with no indication of sexual power; there 
was no hair on his face, axilla, or pubic region. 
He was fairly well nourished. His chief complaints 
were blindness, headache, and arrested development, 
he being about the size of a nine or ten year old boy. 

Ossification of the bones of the hands correspond- 
ed to about that of a ten-year-old boy, as shown by 
the skiagraph. A skiagraph of the skull showed an 
erosion of the dorsum of the sella turcica and of the 
posterior clinoid processes, also an erosion of the 
posterior wall of the sphenoidal sinus. 

After administration of urotropine and nasal 
irrigation, a Kanavel operation was done and a cyst 
whose contents was sterile was evacuated; following 
this there was extradural infection with profuse 
discharge, which seemed quite serious, but the pa- 
tient fully recovered. Since leaving the hospital he 
has greatly improved; he has no headache, but his 
eyesight is not much changed on account of the al- 
ready present optic atrophy. 

A study of the metabolism results show a slight 
retention of nitrogen, while the absorption of fat 
and protein was not influenced and the percentage 
of the various urinary constituents were normal, 
with the exception of neutral sulphur and undeter- 
mined nitrogen, which are shown by the tables to be 
abnormally high. H. A. Potts. 
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Callison, J. G., and MacKenty, J. E.: Tumors of the 
Carotid Body. Ann. Surg., Phila., 1913, lviii, 740. 
By Surg., Gynec. & Obst. 

The author first considers the carotid body from 
a general anatomical, embryological, and physio- 
logical viewpoint, as follows: 

Anatomy. When present — usually between 20 
and 30 years — the body is found, as a rule, a little 
posterior to the bifurcation of the common carotid 
artery and attached to either the internal or external 
branch by the “ligament of Mayer,” through which 
it receives its blood supply. The nerve supply is 
from the vagus, glossopharyngeal, superior laryngeal, 
and superior cervical sympathetic. 

The structure is alveolar and consists of groups of 
large, rounded or polyhedral, epitheloid cells, closely 
adjacent to the endothelium of the capillary tufts, 
called by the Germans ‘‘Zell-ballen.” 

Embryology. The view most generally supported 
is that of Zuckerkaudl’s, that these bodies are de- 
rived from the sympathochromaffin system anlage 
which buds off from the central nervous system in 
embryos of 20 to 30 millimeters. Similar cells are 





found in the medulla of the adrenals, pituitary body, 
and sympathetic ganglia. 

Physiology. Its not constant presence, the con- 
tradictory results of experimental work on blood- 
pressure, and lack of clinical observation, indicate 
that whatever the function may be, it is not im- 
portant. 

In the authors’ case, an Irishman, 41 years old, 
with a negative family and past history, six weeks 
previous had noticed a hard tumor on the right 
side of the neck, preceded by loss of weight and 
strength. Three weeks later, he began to complain 
of difficuity in breathing and swallowing, aphonia, 
and pain in the throat. 

Examination showed on the right side of the neck 
a hard, immovable, board-like tumor extending 
from the angle of the jaw to the clavicle, and from 
the thyroid gland well into the posterior triangle, 
with an absence of pulsation. The throat showed 
paralysis of the right cord with the larynx displaced 
to the left — Wassermann was negative. 

At operation an elastic, lobular mass of reddish 
color was found so closely adherent to the common 
carotid artery, veins, and nerves of this region that 
complete removal was impossible. The portion 
anterior to the vessels, however, was dissected out 
and the wound closed with drainage. After three 
weeks of infection and hemorrhages the patient 
died. 

The pathological report showed typical findings 
of a tumor of the carotid body, probably endothelio- 
ma, but also diagnosed by competent men as carci- 
noma, sarcoma, and endothelial sarcoma, showing 
its complex structure. 

Keen and Funke in 1906 collected 29 cases from 
the literature; since then Callison and Mackenty 
have found 31 new cases reported. 

In these 60 cases 54 have come to operation; of 
these, 32 have recovered, and 22 died. In the 32 
cases surviving, 3 have had hemiplegia with aphasia; 
4, more or less dysphagia; 1, constant cough; 5, 
deviation of the tongue; 4, eye symptoms; and 4, 
more or less facial paralysis. 

The tumors are most common between 20 and 
50 years of age, and affect both sexes equally — 
beyond this very little is known. 

The growths usually extend over a long period 
of time during which they behave as benign, giving 
rise to no symptoms other than deformity. Later, 
they may take on rapid growth and simulate a 
mildly malignant tumor, except in a lack of anemia 
and cachexia. ‘Their structure is various, having 
been classed with every form of malignant tumor. 

In the early stage, except for deformity, there 
are no subjective symptoms. Later there is aphonia, 
difficult swallowing, some cough, and some pain in 
the throat. 

The objective symptoms are: A firm, elastic, egg- 
shaped mass under the sternomastoid, movable 
laterally but not vertically; with a transmitted 
pulsation, but not expansile. Later, there is dis- 
placement of the larynx, paralysis of the cords, 
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congestion of the throat, and irregular pupils with 
failure to react to light. 

The differential diagnosis is usually most diffi- 
cult: 

1. Cervical lymph adenitis is usually multiple, 
and surrounding tissues may be invaded. The 
subcutaneous tuberculin test and local reaction is 
positive. 

2. In carcinoma there is a primary focus, nodes 
are multiple and rapid growing, and there is present 
cachexia and anemia. 

3. In sarcoma, several nodes are invoived, there 
is no movement, and no transmitted pulsation. 

4. Fibromata are more superficial, harder, and 
more movable. 

5. Lipomata are more superficial, have a woolly 
feel, and are very movable. 

6. Brachial cysts are, as a rule, congenital and 
fluctuating. 

7. Hodgkin’s disease is bilateral from the first 
and gives multiple nodes. 

8. Aneurism has an expansile pulsation with a 
gurgling murmur over the tumor. 

9. In syphilis there is a positive Wassermann 
and other evidences of the disease. 

In closing, the authors recommend early entire 
removal, if the tumor is not closely adherent to the 
vessels and other structures in this vicinity; other- 
wise, they advise leaving it alone. Some surgeons 
recommend removal of the common, internal, and 
external carotids. Puiturps M. CHASE. 


Kraus, F.: Pathology of the Thyroid, the Para- 
thyroids, and the Hypophysis and Their Mutual 
Relations (Pathologie der Schilddriise der Bei- 
schilddriisen, des Hirnanhangs und deren Wechsel- 
wirkung). Deutsche med. Wchnschr., 1913, Xxxix, 
1921. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

In a paper read at the International Congress, 
in London, the author discussed the question of 
secretion in the thyroid and hypophysis. He again 
called attention to the storage of secretion in the 
thyroid, and to the experiments of Gottlieb, Trendel- 
enburg, and Hunt, in which the similarity in the 
effect of blood from Basedow patients and thyroid 
extract shows the presence of a secretion with 
certainty. From a physiological standpoint, iodo- 
thyrim is to be regarded simply as the active com- 
ponent of the thyroid secretion. The effect of the 
thyroid hormone is to influence the continuous tonic 
innervation and at the same time the autoch- 
thonous vital processes of the tissues. 

Kraus considers Basedow’s disease a hyperthy- 
rosis and believes that this is the right conception 
of it, but thinks it is probable that there is not such 
a radical opposition between hyper- and dysthyrosis 
as is generally supposed. He regards the involve- 


ment of the thymus, adrenals, and sexual glands as 
secondary. He gives the reasons for assuming that 
hyperfunction of the glandular lobe of the hy- 
pophysis is the cause of acromegaly. Finally, he 
discusses the relations of the internal secretory 
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glands to the central and peripheral nervous system, 
and asserts that, especially in Basedow’s disease, there 
are a number of symptoms that are certainly of 
cerebral origin and that cannot be attributed to 
the sympathetic system. He discusses the correla- 
tion of the glands with internal secretion, and 
warns against assuming that the adrenal glands 
are the primary agent in all diseases with symptoms 
of pluriglandular disease. He calls attention to our 
very limited knowledge on the subject and gives a 
systematic arrangement of the diseases of the 
thyroid. Kocuer. 


Mayo, C. H.: Goiter: The Relation of Its Symp- 
toms and Pathology. Northwest Med., 1913, v, 
334. By Surg., Gynec. & Obst. 


Certain physiological facts concerning the thyroid 
are definitely known, though its exact function is 
still an unsettled question. Absence of the thyroid 
in young animals, either natural or experimental, 
markedly retards their mental and physical develop- 
ment and inhibits the maturity of sex. Total re- 
moval of the gland in the adult animal causes mental 
and physical deterioration resulting in a condition 
parallel to that known in man as myxcedema, a 
symptom-complex due to thyreoprivia. Experi- 
mental hyperthyroidism has not proved successful, 
though certain symptoms of toxemia are easily 
induced by feeding thyroid. 

Some cases of mild exophthalmic goiter recover 
spontaneously; others yield to careful hygienic treat- 
ment, which consists essentially of rest, quiet, mild 
exercise in the open air, reduced nitrogenous diet, 
etc. Specific medication has been largely based on 
the assumption that the symptoms are due to the 
absorption of a toxin from the gland, and efforts 
have been made to neutralize the toxin or to immu- 
nize the patient against its effect. 

In relation to the surgical treatment of exophthal- 
mic goiter of severe intoxication, it must constantly 
be borne in mind that a chronic condition, regularly 
presenting improvement followed by exacerbation 
of symptoms, is being dealt with. In the severe 
cases, growing worse, operation must not be per- 
formed. These cases are for a time medical, and 
emergent surgery is not indicated. 

To prevent the possibility of tetany in operating 
on the thyroid, the parathyroid glands must be 
avoided and preserved, even if it be necessary to 
replace accidentally separated ones beneath the 
capsule of the thyroid at the pole of the gland. 

Intrathoracic goiters and deep substernal goiters 
are of serious import, and are found about once in 
forty operations for simple goiter. Slight substernal 
projections are much more frequent. The diagnosis 
rests on (1) dull area on percussion, (2) the réntgeno- 
gram, and (3) evidences of substernal pressure. 

Malignant tumors of the thyroid are not numer- 
ous. Less than one per cent of the cases operated 
on in our clinic show malignancy. Both cancer and 
sarcoma occur, the former with much more fre- 
quency. The diagnosis should, if possible, be made 
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before the growth has penetrated the capsule and 
involved the neighboring structures, for example, 
the trachea and muscles. The only treatment which 
affords any hope of relief is free removal of the en- 
tire thyroid tissue. 


Baradulin, G.: The Morphological Composition of 
the Blood in Goiter and Basedow’s Disease; 
and the Changes in It after Operation (Die 
morphologische Zusammensetzung des Blutes bei 
Kropf und Basedow und die Veriinderung derselben 
nach der Operation). Chir. arch. Veliaminova, 
1913, Xxix, 680. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


In 18 cases, 10 of goiter and 8 of Basedow’s 
disease, the author made morphological examina- 
tions of the blood, once before the operation and 
five or six times afterward, making an examination 
every second or third day until ten days after the 
operation. The hemoglobin content was deter- 
mined, as well as the number of the red and white 
cells, both absolutely and relatively. He con- 
cludes: 

1. In goiter, without general symptoms, there are 
no changes in hemoglobin and red_blood-cells, 
while the white ones are also normal for the most 
part; the lymphocytes may be somewhat increased, 
as well as the mononuclears and transitional forms, 
and in many cases there is also eosinophilia. These 
changes in the white cells were only found in 
parenchymatous goiter. 

2. In goiter, with general symptoms, there was 
a decrease in the haemoglobin content, the red 
blood-cells were normal or only a little decreased; 
the number of whites was normal, but there was 2 
relative decrease of the polynuclears and an in- 
crease of the lymphocytes and often of the mono- 
nuclears are transition forms; in many cases cosion- 
philia. These changes were more marked in three 
cases of Basedow’s disease, but the author could 
not, like Kocher, demonstrate a decrease of the total 
number of white cells in every case, but found on 
the contrary an increase in many cases. As the 
changes in the blood picture are more pronounced 
in parenchymatous, proliferating goiter, and as 
they appear after the administration of thyroid 
substance, he believes the thryoid is a blood regulat- 
ing organ. After the operation, there is a decrease in 
the hemoglobin and erythrocytes, which in the 
course of a few weeks return to normal. The leu- 
cocytes increase for the first few days, the increase 
being in the polynuclears, while the lymphocytes 
decrease and eosinophiles disappear. HILsE. 


Capelle, W., and Bayer, R.: The Thymus and the 
Thyroid; and Their Mutual Relations to 
Basedow’s Disease (Thymus und Schilddriise in 
ihren wechselseitigen Beziehungen zum Morbus 
Basedowii). Beitr. z. klin. Chir., 1913, Ixxxvi, 509. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The authors take as the basis of their discussion 
three of their own cases of primary thymectomy, one 





of which died with acute symptoms of intoxication. 
This is of special importance for investigators of 
the thymus have attributed acute death after thy- 
roid operations to dysthymia. One of the two 
remaining cases, which was discussed in detail, was 
a moderately severe case of Basedow’s disease with 
vagotrophical symptoms predominating, which 
recovered three months after the operation. The 
authors found two cases in the literature, those of 
Sauerbruch and Haberer, of thymectomy for strict 
indications in Basedow’s disease. They also report 
14 cases of Basedow’s disease and g of goiter in 
tabulated form. By testing the tonus of the vagus 
and sympathetic, their aim is to learn more about 
the thymus in Basedow’s disease. 

Their discussion and conclusions are purely 
theoretical and schematical. The chief fact that 
leads them to conclude that the thymus is active 
in Basedow’s disease is that the lymphocytosis in 
the blood does not always disappear after the 
thyroid operation; but it often remains and some- 
times increases, the Basedow’s disease, however, 
is curable. A second reason for the authors’ assump- 
tions is the decrease in the lymphocytosis after 
partial thymectomy; a third, of more weight, is the 
improvement of Basedow symptoms after thymec- 
tomy, which has only been observed absolutely in 
one of the author’s cases. 

From the theoretical schematical part of the work 
it appears that the authors believe that both 
thyroid and thymus secretions act upon the vagus 
and sympathetic, but in different degrees, some- 
times the one sometimes the other predominating, 
sometimes both to the same extent. In. the latter 
case the removal of either gland may cure 
Basedow’s disease, in either of the two preceding 
cases the more active gland should be removed. 
They find some confirmation of their views in the 
histology of the two glands: Cylinder-cell prolifer- 
ation of the thyroid or epithelioid proliferation in 
the thymus stimulate the sympathetic; while 
irregular-cell proliferation in the thyroid and 
eosinophile cells in the thymus stimulate the vagus; 
the improvement depending on removing the right 
gland. In conclusion, the clinical diagnosis of 
changes in the thymus is discussed; it is accom- 
plished by percussion and réntgen examination of 
the gland and by testing the irritability of the 
sympathetic nervous system. KOCHER. 


Wilson, L. B.: The Pathology of the Thyroid Gland 
in Exophthalmic Goiter. Am. J. M. Sc., 1913, 
cxlvi, 781. By Surg., Gynec. & Obst. 

Wilson, continuing his previously reported studies 
on the thyroid, has recently reviewed the pathology 
of the thyroids from 1,208 patients operated on in 
the Mayo Clinic, for conditions ordinarily diagnosed 
as exophthalmic goiter, from January, 1905, to Jan- 
uary, 1913, and also as controls of the thyroids 
from 585 patients operated on in the same clinic 
for conditions ordinarily diagnosed as simple goiter 
during the year 1912. Besides studying the gross 
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specimens, he has made a detailed analysis of the 
histology of the glands in fixed tissues arid tabulated 
and summarized the results of his study to deter- 
mine the relationship of the pathology of the 
thyroid to the clinical condition of the patient. His 
conclusions are as follows: 

‘“‘t. A detailed pathological study of fixed-tissue 
preparations from 1,208 thyroids, removed from 
patients whose condition would ordinarily have 
been diagnosed exophthalmic goiter, showed that 
79 per cent of the thyroids contained large areas 
of marked primary hypertrophy and hyperplasia. 
A parallel clinical study has shown that for a 
period of three years all cases with true exophthalmic 
goiter, and from whom gland tissue was removed, 
fall into this list. 

‘2. Inthe above series of 1,208 so-called ‘‘exoph- 
thalmic goiters” plus 585 so-called “simple goiters” 
or a total of 1,793 thyroids, but 4 instances of 
marked primary hypertrophy and hyperplasia of the 
parenchyma have been noted in cases which did 
not show clinical symptoms of true exophthalmic 
goiter. Three of these four patients were children. 

“3. Twenty-one per cent of the 1,208 glands 
studied were either regenerations or adenomata. 
Clinically, while all of these were markedly toxic, all 
were chronic and none of them would now be 
grouped clinically as true exophthalmic goiter. 

“4. By assuming that the symptoms of true 
exophthalmic goiter are the results of an excretion 
from the thyroid gland and by attempting to deter- 
mine the amount of such excretion from the patho- 
logical data, one is able to estimate in a large series 
of cases the clinical stage of the disease with about 
30 per cent of accuracy and the clinical severity of 
the disease with about 75 per cent of accuracy. 

‘5. It would therefore appear that the relation- 
ship of primary hypertrophy and hyperplasia of the 
parenchyma of the thyroid gland to true exophthal- 
mic goiter is as direct and as constant as is primary 
inflammation of the kidney to the symptoms of 
true Bright’s disease.”’ 


Blackford, J. M., and Sanford, A. H.: A Demon- 
stration of a Depressor Substance in the 
Serum of the Blood of Patients Affected with 
Exophthalmic Goiter. Am. J. M. Sc., 1913, cxlvi, 
796. By Surg., Gynec. & Obst. 


During the past year, the authors have conducted 
a series of experiments with a view to throwing 
further light on the relation of the secretion of the 
thyroid to exophthalmic goiter. They have studied 
chiefly the cardiovascular effects on the dog of 
intravenous injections of sterile non-hemolytic 
blood-serum from nervous individuals and from 
patients affected with exophthalmic goiter. Numer- 
ous saline extracts of goiter have also been injected 
intravenously into dogs and the effects on the blood- 
pressure studied. 

Gley, in 1911, announced that the serum of 
certain cases of exophthalmic goiter produces 
marked cardiac depressor action. He showed, too, 





INTERNATIONAL ABSTRACT OF SURGERY 





that a first injection of potent exophthalmic serum 
conferred a tolerance of such a nature that subse- 
quent injections of the same serum during the same 
experiment produced little or no effect. 

The authors have attempted to follow out Gley’s 
researches, injecting intravenously into dogs the 
serum procured from patients affected with exoph- 
thalmic goiter. The effect on blood-pressure was 
recorded graphically on a long paper kymograph 
in the usual manner, using the left carotid artery 
for the arterial cannula. All injections were made 
into the right femoral vein. The right vagus was 
exposed and stimulated by induction shock in cer- 
tain experiments. Blood was obtained by sterile 
technique, from the median basilic vein of the 
patients, collected in sterile flasks, and the serum 
allowed to separate in the cold. The manifest 
difficulty that must always be encountered in such 
work, i.e., the impracticability of obtaining a large 
supply of blood from each case, has somewhat hin- 
dered certain experiments, but the authors believe 
that their results are sufficiently interesting to 
justify reporting. 

The authors used, for these experiments, the 
sera from 28 patients having exophthalmic goiter. 
Other sera examined included those from normal 
individuals, from patients having goiters without 
apparent intoxication, and from patients presenting 
the picture of a long-standing intoxication, pre- 
sumably due to adenomata of the thyroid. Only 
the sera from patients with active symptoms of 
exophthalmic goiter and with markedly hyperplastic 
glands, as shown by microscopical examination, 
produced in the dogs injected any definite symptoms 
of cardiovascular depression. 

The curves produced by the sera from patients 
affected with exophthalmic goiter have naturally 
fallen into 3 groups: 

1. Those sera causing more than 30 mm. of Hg. 
drop in blood-pressure. 

2. Those sera causing a drop in blood-pressure, 
but less than 30 mm. of Hg. 

3. Those sera causing no appreciable drop in 
blood-pressure. 

The significance of the following classification was 
observed after an analysis of the individual cases. 

1. Six sera causing drops in blood-pressure of 
more than 30 mm. of Hg. The four curves in Chart 
1, all of which produced drops in blood-pressure of 
more than 30 mm. of Hg. when injected in doses of 
2.5 ccm. per kilo dog weight, were obtained by in- 
jecting sera from patients who were at or near the 
height of an early and severe intoxication — hyper- 
thyroidism. 

2. Ten sera causing drops in blood pressure of 
less than 30 mm. of Hg. Chart 3 shows the curves 
resulting from injections of six of these sera which 
caused a fall in blood-pressure of less than 30 mm. 
of Hg., but which apparently contained a slight 
amount of the depressor agent. Eight of these ten 
patients had been afflicted with the disease for more 
than a year, and none of them seemed near any 
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marked exacerbation. In general, it may be stated 
that these cases were of longer standing and with 
more pronounced intoxication than those in the 
following group. 

3. Thirteen sera causing no appreciable drop in 
blood-pressure. None of the patients seemed to be 
near a crisis, and eight of them had been sick less 
than nine months. 

These experiments seem to indicate that patients 
affected with exophthalmic goiter, who are suffering 
from a marked degree of intoxication at or near the 
height of the clinical curve of the disease, possess 
serum which has a powerful depressor action. The 
authors have failed to demonstrate this depressor 
action by similar means in normal sera or in sera 
from patients not having markedly hyperplastic 
thyroids. Also, sera from patients with exophthal- 
mic goiter not at or near the crest of the wave of 
intoxication are less potent or may be entirely in- 
active. 

Since it was not always thought best to bleed 
very sick patients, only a small number of experi- 
ments have been made with sera from patients 
with severe intoxications. Yet it may be of interest 
to know that most of the patients that were bled 
experienced considerable relief from their subjective 
symptoms after the bleeding. The results of intra- 
venous injections, into dogs, of saline extract of 
go goiters of various kinds from human patients, 
have also been reported. 

Experiments with extracts of 48 exophthalmic 
thyroids have shown that the markedly hyperplastic 
goiters considered typical of Graves’s disease have 
a more powerful depressor action than that of the 
extract of any normal organ examined, including 
muscle, liver, spleen, pancreas, breast, testicle, 
thyroid, etc. The fall in blood-pressure averages 
60 mm. of Hg., and is often considerably more, 
whereas, that from other tissues in any comparable 
dosage is usually less than 25 mm. 

Extracts of adenomata of the thyroid, of simple 
colloid goiters, and of normal thyroids likewise 
have a depressor action, which, however, has not 
been found so marked as that produced by extracts 
of exophthalmic thyroids: Injections equivalent 
to as much as 5 gm. per kilo dog weight do not cause 
a fall as great as that of the extracts of exophthalmic 
goiters in doses of 0.5 gm. per kilo dog weight. 

The first injection of any extract of fresh goiter, 
as of most extracts of tissue, confers a marked de- 
gree of tolerance to subsequent injections of the 
same material during the same experiment. 

As is well known, peptone solutions cause a marked 
fall in blood-pressure on intravenous injection, 
and subsequent injections show that a tolerance 
has been established similar to that produced by 
extracts from goiters. The depressor action of 


peptone solution is not, however, affected by a 
previous dose of the extract of exophthalmic goiter, 
nor is the action of the extract of exophthalmic 
goiter affected by a previous dose of peptone solu- 
tion. 


On the other hand, it is interesting to note 





that the depressor action of the extract of an 
exophthalmic goiter is much diminished by a 
previous dose of potent serum from a case of toxic 
exophthalmic goiter, and the reverse, judging from 
a limited number of experiments, is equally true. 
In other words, a crossed tolerance seems to exist 
between the depressor action of extract of exoph- 
thalmic goiter and of exophthalmic serum. It 
seems probable, therefore, that the depressor agent 
in the extract of exophthalmic thyroid and that in 
the serum from a case of exophthalmic goiter are 
of the same nature. 

No attempt has yet been made to identify the 
chemical nature of the depressor substances in these 
extracts of thyroids or of those in sera of patients 
affected with exophthalmic goiter. From certain 
experimental evidence it seems that the substance 
is neither cholin nor ordinary peptone. 

The authors believe that the work submitted 
justifies the following conclusions: 

1. Fresh extracts made from  exophthalmic 
thyroids contain a powerful depressor substance. 

2. A powerful depressor substance likewise 
exists in the sera obtained from certain cases of 
exophthalmic goiter. 

3. The latter substance is present in direct pro- 
portion to the clinical acuteness and severity of the 
disease. 

4. The sera from patients with non-hyperplastic 
thyroids do not have a depressor action. 

After an active depressor dose of the serum from 
a case of exophthalmic goiter, the depressor action 
of the extract of an exophthalmic goiter is weakened 
or abolished; the converse is also true. 

GeorceE G. BEILBy. 


Tanberg, A.: Experimental Study of the Physi- 
ology of the Parathyroid Glands, Especially 
Their Relation to the Thyroid (Experimentelle 
Untersuchungen iiber die Physiologie der Glandula 
parathyroidea unter besonderer Beriicksichtigung ihres 
Verhiltnisses zur Glandula_ thyroidea). Ark. f. 
math. Naturvidensk., 1913, xxxiii, Nos. 1-2. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

Parathyroidectomy in cats causes symptoms of 
acute tetany, if a sufficiently large number of glands 
are removed. Under some circumstances the re- 
moval of three parathyroids causes a chronic tetany, 
which develops after a latent period of three to four 
months free from symptoms. The symptoms are 
stiffness of the muscles, twitching, tremor, increased 
reflexes, emaciation, albuminuria, and _ often, 
diarrhoea. This condition remains for some time 
unchanged without any marked alteration in the 
general health of the animal, but a uniform and 
continuous increase in the severity of the symptoms 
may be noted. After three to six months the animal 
dies with tetanic convulsions. 

The diet is undoubtedly of great influence, for an 
exclusive meat diet hastens the development of the 
disease while a milk diet has a curative effect, and 
improvement takes place after the feeding of para- 
thyroid substance. A total thyroidectomy is fol- 
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lowed by chronic symptoms, such as apathy, 
indolence, and a fall in temperature of from 1 to 
114° C. Cats deprived of the thyroid may live 
several months without showing signs of tetany, 
even when they are fed exclusively on meat. Small 
remnants of thyroid left behind may develop 
through hypertrophy into very compact tissue, which 
offers some points of resemblance to parathyroids. 
The parathyroids themselves do not change in 
structure, even when cachexia lasts for several years. 

Exclusive meat diet causes a marked hypertrophy 


SURGERY OF 


CHEST WALL AND BREAST 


Baldwin, J. F.: Sarcoma of the Chest Wall. 
Surg., Phila., 1913, lviii, 853. 
By Surg., Gynec. & Obst. 


Ann. 


Basch uses 5-grain doses of carmin mixed with a 
teaspoonful of water as a simple, harmless, reliable, 
and convenient means for the demarcation of stools, 
the estimation of gastro-intestinal motility and 
patency, for the detection of fistulous communica- 
tions of the alimentary canal with the exterior or 
with other hollow organs, for the location of the 
distal end of a duodenal tube, and to aid in the 
differentiation between cesophageal diverticulum 
and dilatation. With the more universal employ- 
ment of this method, no doubt further fields will 
suggest themselves. Leo Dwan. 


Hahn, B.: Treatment of Acute Pleural Empyema 
(Zur Behandlung des akuten Pleuraempyems). 
Deutsche med. Wehnschr., 1913, xxx x. 1830. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author discusses in this work the question of 
whether the most rational treatment of pleural 
empyema is radical resection of the ribs or conserva- 
tive puncture and aspiration of the pus, as described 
by Biilau. Because of his favorable results in 25 
cases the author gives the preference to the latter. 
Rib resection, in his opinion, has several disad- 
vantages, such as greater operative danger, espe- 
cially from too quick decrease in pressure, and post- 
operative pneumothorax, to avoid which a compli- 
cated apparatus is necessary. 

Biilau’s drainage offers several advantages, 
including less operative danger and avoidance of 
post-operative pneumothorax. The emptying out 
of the pus and the re-expansion of the lung can be 
furthered in this operation by the use of a suitable 
suction apparatus. 

In the 25 cases treated by the author, he followed 
Schreiber’s proposal to connect the Nélaton catheter 
with a Potain’s apparatus. The results were 
favorable. In 20 of the 25 cases, 80 per cent, the 


recovery was complete; 3 patients, 12 per cent, were 
not cured, and 2 patients, 8 per cent, died. 
The shortest duration of treatment was three 
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of the thyroid. This does not take place when there 
is at the same time insufficiency of the parathyroids, 
even though the latter may cause no visible clinical 
symptoms. If marked hypertrophy already exists 
as a result of exclusive meat diet, it disappears after 
the extirpation of a sufficiently great number of 
parathyroids. In chronic tetany the thyroid seems 
to atrophy in spite of meat diet. The experiments 
seem to show that the two glandular systems, 
though different in function, have a mutual effect 
upon one another, directly or indirectly. NitssEn. 


THE CHEST 


days, in a case following pneumonia in a 3-year-old 
child. The longest time was 55 days; the average 
25 days. In this connection it should be noted that 
the treatment was considered closed with the 
removal of the drain, and that two cases were 
excluded in reckoning the statistics as to the dura- 
tion of treatment — one a case in which there was 
an intercurrent scarlet fever, and in which recovery 
took 124 days; and one, a case that left the hospital 
without recovery after 50 days, and in which the 
fistula was reported closed four weeks later. 

Among the 25 cases there were g children aged 
from 2 to 7 years. The empyema in the majority 
of the cases followed pneumonia. 

In conclusion, the author gives a short tabulated 
résumé of his cases, together with some statistics 
in regard to operative cases of empyema, from which 
it seems that the results in the latter are more 
unfavorable as to recovery, mortality, and average 
duration of treatment. TIEGEL. 


TRACHEA AND LUNGS 


Gros, E., and Rehfuss, M. E.: Radiography in 
Pulmonary Gangrene. Med. Rec., 1913, Ixxxiv, 
1080. By Surg., Gynec. & Obst. 


Gros and Rehfuss report a case in which they had 
autopsy proof. The fluoroscope revealed a central 
transparent shadow about the size of a silver half- 
dollar surrounded by an irregular opacity. Clinical- 
ly, when the patient coughed, a distinct and marked- 
ly blowing sound, almost like amphoric breathing 
but more acute and whistling in character, could 
be heard just outside and above the apex beat. 
This sound, which was heard only during cough, 
was distinctly gurgling, and confined to one spot. 
Examination of the sputum revealed bloody muco- 
purulent sputum, no tubercle bacilli, many gram- 
positive diplococci and streptococci. The autopsy 
revealed a large infiltrating gangrenous cavity which 
was found to communicate with the bronchus. 
There were two other irregular cavities which had 
passed unseen in the midst of the hepatized lung. 
Radiographs showed not only the cavity and in- 
filtrated tissue seen on the screen, but also traced 
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an exact shadow of the cavities or multiple gan- 
grenous foci seen at autopsy. 

The authors believe that this case demonstrates 
the value of radioscopy in accurately locating and 
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showing the early infiltration and cavity formation 
and the value of the radiograph in demonstrating 
the multiple foci of pulmonary gangrene which 
could not be perceived by radioscopical examination. 
Epw. H. SKINNER. 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Pannett, D. A.: The Selection of the Incision in 
Coliotomy. Proc. Roy. Soc. Med., 1913, vii, Surg. 
Sect., I. By Surg., Gynec. & Obst. 

The prevention of bad after-effects of opening the 
abdominal cavity can only be accomplished if the 
following precautions are taken: (1) No nerves 
must be permanently damaged; and (2) wounds in 
the muscle and aponeurosis must unite by firm nar- 
row scars, which are so situated that they are not 
subjected to undue cross-tension which will result in 
their stretching. That these requirements are not 
filled by the ordinary incision is shown by the 
author following an examination of a number of 
cases. 

Incision in the linea alba is very commonly fol- 
lowed by stretching of the scar and separation of 
the two recti, when the wound has been made below 
the umbilicus. An incision splitting the rectus 
fibers is often followed by paralysis of the part of the 
rectus which lies medial to the incision. Incision 
in the linea semilunaris is often followed by extensive 
paralysis of the rectus. Lateral rectus sheath in- 
cision, where the rectus is pulled mesially, is also 
complicated, according to the author, by many 
subsequent paralyses of the rectus. McBurney’s 
incision, oblique lumbar incision, and vertical in- 
cision lateral to the linea semilunaris, all are com- 
plicated by more or less paralysis of the muscles 
supplied by the nerves severed by the incision. 

The explanation of the foregoing observations is 
said to lie in the anatomical relation of the nerve 
supply to the different muscles affected, and also in 
the fact that poor healing takes place where the 
blood supply is inferior, as, for example, in the linea 
semilunaris. The nerves supplying the rectus come 
from the sixth to the twelfth dorsal and these nerves 
run obliquely though the outer part of the rectus 
sheath into the rectus muscle. 

The incisions which the author recommends are 
the following: (1) Wherever possible, a paramedian 
incision should be employed, made through the 
anterior sheath of the rectus near the median line, 
the rectus with its nerves being pulled outward, and 
the incision completed through the posterior sheath 
of the rectus. (2) Kocher’s incision for reaching the 
gall-bladder is recommended. This incision is 
placed in two ways: One way is to make an incision 
parallel to the costal margin, retracting the nerves 
out of the way; the second method is to make a long 
medial incision with a transverse incision extending 
outward from the lower end of the medial one. 

J. H. SKILEs. 





Reichelderfer, L. H.: Postural Treatment of 
Post-Operative Abdominal Adhesions. Surz., 
Gynec. & Obst., 1913, Xvi, 755. 

By Surg., Gynec. & Obst. 

The author proposes a method of treating re- 
current post-operative abdominal adhesions which, 
so far as he knows, is original. It is based upon 
his belief that, in certain cases, these adhesions will 
re-form even after repeated careful operations with 
or without the use of salt solution, sterile oil, 
cargile membrane, or other methods of treatment. 
Most of the disabling pain which these cases suffer 
while standing is due to constant pulling on the 
sensitive parietal peritoneum; the author, assuming 
the impossibility of always obtaining an anatomical 
cure, endeavors to secure relief by having the ad- 
hesions re-form in such a position as to obviate the 
peritoneal traction with its resulting discomfort. 

To this end he advises breaking up all adhesions 
as thoroughly as possible, paying especial attention 
to the parietal peritoneum; the abdomen is filled 
with salt solution, closed carefully with both tier 
and stay sutures, and a snug binder applied. With- 
in a few hours after reaction, the patient is placed 
in a sitting position and kept there constantly, 
being allowed to sit up in a chair in a couple of 
days and encouraged to walk about as much as 
possible, so that the abdominal contents will ad- 
just themselves at the lowest possible level while 
adhesions are re-forming, thus minimizing sub- 
sequent peritoneal tension while the body is erect. 
The salt solution will tend to keep the raw surfaces 
apart until the patient can be placed in the upright 
position. 

The author cites the case of a woman who, for 
three years, was in hospitals for periods aggregating 
250 days, and underwent six operations for ab- 
dominal pain due to adhesions, and who was com- 
pletely relieved by the method described. 


Clogs, H. S.: Inguinal Hernia in the Child. Clin. 
J., 1913, xlii, 465. By Surg., Gynec. & Obst. 
Inguinal hernia in the child, the author believes, 
is always dependent upon a development error, the 
sac of the hernia being the processus vaginalis, in 
whole or part. The hernia descends the whole 
length of the canal, and is, therefore, of the oblique 
or indirect variety. The failure of this processus 
vaginalis to undergo normal development accounts 
for all inguinal hernias in childhood. He believes 
that weakness of the abdominal muscles, and some 
increased intra-abdominal pressure have very little 
to do with inguinal hernia in children. 
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In the male, two types of hernia are recognized: 
(1) The sac is the complete processus vaginalis — 
the complete sac — and extends to the bottom of 
the scrotum, having the testicle project into it 
posteriorly. (2) The lower part of the processus 
vaginalis has become separated —the upper part 
only remaining in communication with the peri- 
toneum —the incomplete sac. The size of the 
incomplete sac will vary considerably, depending 
on the site at which it has been naturally obliterated. 

The diagnosis is considered from two stand- 
points: (1) The history of a swelling which has been 
seen and has disappeared, and cannot be seen when 
the child is brought for examination; and (2) a 
swelling which is present. In regard to the former, 
glands appearing suddenly, hydroceles, excessive 
pubic fat, and a movable testicle must be differ- 
entiated. In regard to the latter it is easy to deter- 
mine that the swelling comes from the abdomen 
by being unable to detect the cord free from the 
swelling. 

The author considers the treatment under two 
headings: Truss and operative. The only value in 
the truss is in restraining the descent of the hernia, 
thus allowing nature to proceed with normal 
development. A truss may act indirectly in the 
cure of a hernia. During the first few months the 
author advises a truss solely with the object of 
restraining the hernia. This treatment he continues 
to about the fourth or sixth month; if a child is 
under observation after the fourth or sixth month of 
life, and is healthy, operation is advised. In special 
circumstances, e. g., a large hernia which cannot be 
controlled by a truss, or a hernia which is frequently 
coming down and causing difficulty in reduction, 
operation will have to be undertaken at an earlier age. 

The cecum is frequently herniated in children, 
and must be treated carefully. Appendicitis in the 
hernial sac occurs in children — about 25 per cent 
of the cases reported being found in children. 
Rarely the pelvic colon escapes through the ring 
on the left side, although the bladder also may 
occupy the hernial sac. The treatment consists 
in carefully separating the portion of the bladder, 
and allowing it to return into the abdomen. The 
ovary and tube are frequent contents of the hernial 
sac in the child. The treatment consists in carefully 
separating the organs and replacing them. Torsion 
of the pedicle may be a complication, and in some 
cases removal of the ovary is necessary. Strangu- 
lation requires immediate operation, and the com- 
plications arising should be carefully treated. 

WALTER F. WINHOLT. 


Ochsner, A. J.: 
Children. 


The Treatment of Hernia in 
Illinois M. J., 1913, XXiv, 323. 
By Surg., Gynec. & Obst. 
The conclusions reached in this paper were 
developed as a result of observations first made upon 
children who had strangulated hernia, which had 
been reduced without operation, permanent sponta- 
neous cures resulting by simply keeping the children 
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in bed with the foot of the bed elevated for a short 
time, at the same time overcoming the abnormal 
abdominal pressure by careful dieting and medica- 
tion. Children having hernia who were circum- 
cised for phimosis were observed to undergo sponta- 
neous cure of their herniz, also, while resting under 
medical care. 

A study of statistics in the literature shows that 
hernia in children are much less frequently found 
between the ages of six and thirteen, and that if no 
new hernia were formed between the ages of six 
and thirteen, 73 per cent of all herniz in children 
at six years of age would have healed spontaneously 
by the age of thirteen. 

The causes of hernie in children are: (1) Non- 
closure of the inguinal canal; (2) congenital separa- 
tion or weakness of structures, surrounding the 
inguinal, femoral, or umbilical opening—frequently 
hereditary; (3) abnormal length of mesentery and 
omentum; (4) abnormal intra-abdominal pressure 
due to (a) faulty nutrition; (b) to constipation; 
(c) to phimosis; (d) to coughing; (e) to vomiting; 
(f) to crying and straining; (g) to traumatism; and 
(h) to overexertion. 

About 5 per cent of cases should be operated 
upon; the indications are (a) strangulated herniz; 
(6) irreducible hernia due to adhesions; (c) an un- 
usually large opening in a free hernia, especially if 
the condition is hereditary; (d) reducible hydrocele; 
(e) undescended testicles, unless there is a tendency 
toward spontaneous cure. The remaining 95 per 
cent will heal if the exciting cause has been removed. 

The recumbent position with the foot of the bed 
elevated is a great aid in the after-treatment of 
operative cases as well as in the management of 
them without operation. 

The truss treatment is a valuable aid, and is to be 
used in conjunction with attempts to relieve the 
abnormal intra-abdominal pressure by dieting, 
relief of constipation, phimosis, etc. When the 
child cannot be kept in bed, a well-fitting truss 
should be worn night and day for at least six months, 
or until there is no protrusion of hernia. 

Fioyp B. RILEy. 


GASTRO-INTESTINAL TRACT 


Rosenow, E. C.: The Production of Ulcer of the 
Stomach by Injection of Streptococci. J. Am. 
M. Ass., 1913, lxi, 1947. By Surg., Gynec. & Obst. 


Hemorrhages, superficial erosions, and definite 
ulceration of the mucous membrane of the stomach 
and duodenum occur, not infrequently, during 
severe infections in man and in experimentally 
infected or otherwise severely intoxicated animals. 
In some of these instances there can be no question 
but that infection plays a réle in the etiology of 
ulcer. 

The author has produced ulcer of the stomach or 
duodenum, or both, by intravenous injection of 
certain streptococci in eighteen rabbits, six dogs, 
and one monkey. He found that streptococci of 
marked virulence or. streptococci of very low viru- 
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lence both failed to produce ulceration, while a 
streptococcus of moderate activity seemed to pro- 
duce ulceration most frequently. He believes that 
the ulceration is due to a localized infection and 
secondary digestion. The ulcers are usually single 
and deep with marked tendency to hemorrhage and 
perforation, and resemble the human gastric ulcer 
in many respects. 

The streptococci which produced the lesions were 
originally obtained from human tonsils. From the 
similarity of the lesions produced to those which 
occur in man, from the fact that ulceration takes 
place in the absence of a generalized infection, and 
from the origin of the streptococcus in question, it 
seems reasonable to suppose that ulcer of the 
stomach and duodenum arises from an infectious 
process. J. H. SKILEs. 


Carman, R. D.: The Réntgen Ray as an Aid in the 
Diagnosis of Gastric Cancer and Ulcer. J. Jn- 
diana St. M. Ass., 1913, vi, 485. 

By Surg., Gynec. & Obst. 


The author quotes from a recent paper by W. J. 
Mayo, in which it was stated that the signs and 
symptoms of gastric cancer could be arranged in 
the following order with respect to value: (1) The 
presence of a palpable tumor, in 67 per cent; (2) 
food remnants, in 53.3 per cent; and (3) the réntgen 
ray signs. 

Carman states that the work of the last few 
months at the Mayo Clinic has necessitated a change 
in the order of importance of these signs, the X-ray 
now taking first place, with diagnostic signs of can- 
cer in 93 per cent of the cases. 

In gastric ulcer the radiological diagnosis is some- 
what less certain, but even here, approximately 65 
per cent show diagnostic signs, and this percentage 
will probably be materially increased in the future. 

The technique employed is the double-meal meth- 
od of Haudek, both fluoroscopy and radiography 
being used. 

The radiological signs of carcinoma of the stomach 
he arranges in the order of their relative value as 
follows: 

1. Filling defects. 

2. Altered pyloric function. 

(a) Gaping of the pylorus. 
(b) Obstruction of the pylorus. 


3. Advanced position of the six-hour meal. 

4. Absence of peristalsis from involved areas of 
the wall of the stomach. 

5. Diminished mobility; loss of flexibility. 

6. Diminution in size of the stomach. 


1 


7. Antiperistalsis. 

The filling defect is a sign of cardinal import and 
practically indispensable in the réntgen ray diag- 
nosis of carcinoma. It is occasioned by the pro- 
jection of the tumor mass into the lumen of the 
stomach. True filling defects must be carefully 


differentiated from indentations of the wall of the 
stomach by a gas-filled colon, by adjacent extrinsic 
tumors, 


and by spasm. Palpation during the 
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screen examination assists materially in determining 
the actuality and permanence of filling defects. 
Alteration of pyloric function is an almost invariable 
accompaniment of gastric cancer, either free and 
continuous patency or obstruction. Loss of flexi- 
bility of the stomach by infiltration of its walls is 
important. Antiperistalsis is sometimes seen in 
association with pyloric obstruction. 

The radiological signs of gastric ulcer may be 
classified in two groups: (1) Those which are cardi- 
nal and more or less pathognomical; (2) those which 
are merely suggestive. 

The cardinal signs are as follows: 

1. Visualization of the bismuth-filled crater of a 
callous ulcer — the nischen symptom. 

2. The diverticulum of perforating ulcer. 

3. The incisura. 

Signs which are not determinative but merely 
suggestive of ulcer include: 

1. Acute fishhook form of the stomach with dis- 
placement to the left and down. 

2. Delayed opening of the pylorus. 

3. Localized pressure-tender point on the lesser 
curvature. 

4. Residue in the stomach after six hours. 

5. Lessened mobility. 

6. Settling of the bismuth to the lower pole of 
the stomach, such as is seen in hypotonicity or atony. 

A bud-like projection from the contour of the 
bismuth-filled stomach, corresponding to the crater 
of a callous ulcer, is a definite and valuable sign, 
not imitated, at least closely, by any other condition. 
The diverticulum of perforating ulcer is quite as 
characteristic. The perforation may’ be anterior 
into the liver or posterior into the pancreas, and a 
continuation of the ulcerative process results in an 
excavation which, when filled with bismuth, often 
shows a walnut-sized more or less spherical outline 
with a layer of bismuth, surmounted by a layer of 
fluid and capped by an air bubble. The incisura 
is an indentation of the greater curvature, usually 
in the vertical portion of the stomach, of varying 
width and depth. An incisura must be differen- 
tiated from a peristaltic wave and from transient 
reflex spasms. 

In conclusion, Carman states that the réntgen- 
ray simply furnishes valuable contributory evidence 
as to the presence and nature of gastric lesions — 
so valuable that whenever available it should be 
employed in the general routine—but the final judg- 
ment should take into account all the evidence of 
every scrt. Hence the radiologist should be not 
only a radiographer but a clinician to the utmost of 
his ability, able to follow his cases to the operating 
table, and take his rightful share of responsibility. 

ALBERT MILLER. 


Stockton, C. G.: Pyloric Spasm. 
J., 1913, iii, 1043. 


Canad. M. Ass. 
By Surg., Gynec. & Obst. 

The cause of pyloric spasm is an over-spasticity 
of the sphincter muscle, either inherent in the muscle 
itself or communicated to it through its nerve 
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supply. A high degree of hydrochloric acid may 
so prolong the duodenal reflex which closes the 
pylorus as to produce a resultant spasm. It is 
evident that when duodenal ulcer or cancer or 
duodenitis is present the pyloric spasm will be much 
more marked owing to the increased irritability 
of the affected parts to the hydrochloric acid. 
But there are other causes of pyloric spasm. The 
author has seen it occur in cases of stone in the blad- 
der, uterine retrodisplacement, and in nephritis. 
It may occur in eye-strain, psychasthenia, and in 
nervous shock. 

The symptoms vary greatly in intensity, gaseous 
or acid eructations being the most common symp- 
toms. Often there is a burning pain or feeling of 
distress in the epigastrium. The ‘hunger-pain” 
so frequently associated with ulcer is attributed 
by the author to a spasm of the pylorus. There 
may be a definite mass palpable. 

The treatment of pyloric spasm should be directed 
at the causative factors. This may mean some 
operative interference, e.g., an appendix or gall- 
bladder operation. ‘The relief of the pyloric spasm 
can often be accomplished through the administra- 
tion of alkalies, with possibly the addition of a 
sedative. J. H. SKILEs. 


Einhorn, M.: Further Experiences with Stretching 
the Pylorus. Am. J. M. Sc., 1913, cxlvi, 857. 
By Surg., Gynec. & Obst. 

The author briefly reviews the old cases showing 
that the pylorus can be stretched by way of the 
mouth and reports twenty-one new cases. Among 
them, 8 had a real stenosis and 13 had pylorospasm 
of varying severity; no mishap occurred, and the 
results as a whole were very good. The pains sub- 
sided and the ischochymia or hypersecretion, if 
present, decreased or disappeared. 

The differentiation between benign stenosis and 
pylorospasm is best made by measuring the pylorus; 
in pylorospasm No. 50 to 60 F. can be passed 
through the pylorus while in real stenosis No. 40 
is about the largest that can be passed. Indications 
for stretching the pylorus are: (1) All cases of 
spasm, provided there is no fresh ulcer in the im- 
mediate vicinity. (2) Benign stenosis may be 
stretched also with the same exceptions as given 
above. (3) Advanced benign structures which 
cannot be operated either on account of some great 
underlying danger or when the patient refuses 
operation. The author’s method of stretching is 
not antagonistic to surgery but works hand in hand 
with it. H. A. Ports. 


Zweifel: Intestinal Fistule and Their Treat- 
ment (Uber Darmfisteln and ihre Behandlung). 
Zentralbl. f. Gyndk., 1913, XXxvii, 1403. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


After opening an abscess following appendicitis, 
an intestinal fistula appeared, and as it did not 
close spontaneously, it was operated on in two 
stages, as follows: 





1. Median laparotomy and lateral entero-anasto- 
mosis was done between the last coil of the ileum and 
the transverse colon. The part of the intestine thus 
excluded, with the vermiform appendix and the 
ascending colon, was closed and as far as possible 
invaginated. 

2. After the patient had recovered, an incision 
was made around the fistula; the excluded part of 
the intestine was separated, step by step, from the 
mesocolon and extirpated in toto. The patient re- 
covered but foul-smelling pus was still discharged. 

RUHEMANN. 


Turck, R. C.: Intestinal Resection; Successful 
Removal of More Than Twelve Feet of Bowel; 
with Observations on the Subsequent Meta- 
bolism. Tr. South. Surg. & Gynec. Ass., Atlanta, 
1913, Dec. By Surg., Gynec. & Obst. 


Turck reports the successful removal of ten feet 
and ten and three-quarters inches of ileum, together 
with the cecum, ascending colon, and part of the 
transverse colon, because of dense adhesions, numer- 
ous partial obstructions, fecal fistula, and multiple 
sinuses. The work, which was done in three stages, 
was followed by serious metabolical disturbances 
and diarrhea. 

Studies of the metabolical processes, eight months 
after the ileum resection, showed that a probable 
compensatory hyperplasia of intestine with conse- 
quent compensatory production of enterokinase 
had taken place, enough, with a regulated diet, to 
thoroughly digest and assimilate carbohydrates 
and a moderate amount of fats, but not enough to 
fully care for proteids. 

A measured diet, adjusted according to caloric 
values, and thorough metabolic examination of 
feeces, controlled the diarrhoea and caused a decided 
gain in strength and weight — medication had no 
effect upon the diarrhcea. 

Turck believes that, since the small intestine 
varies from 15 to 25 feet in length, no absolute rule 
can be laid down as to the amount of gut that may 
be removed with safety, and that reports of extensive 
resections are of no especial scientific value unless 
there can be shown in that particular individual the 
total length of intestine. 

Short-circuiting, when possible, is preferable to 
resection, particularly if the absorption area in the 
ileum be involved, and in cases of necessary extensive 
resection it is suggested that Fantino’s plan of 
creating a vicious circle in the remaining segment of 
gut be tried. 


Case, J. T.: X-Ray in the Diagnosis of Carcinoma 
of the Colon. Jnierst. M. J., 1913, xx, 1103. 
By Surg., Gynec. & Obst. 


The author emphasizes the necessity for early 
diagnosis in carcinoma of the colon, and as this condi- 
tion is comparatively rare it is consequently seen but 
seldom in routine examination of the colon, and the 
greatest care should be exercised in all examinations 
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of the gastro-intestinal tract that as few diagnostical 
errors of omission as possible shall be made. 

The réntgen findings in carcinoma of the bowel 
are as follows: 

1. Delay in the progress of a bismuth meal, given 
by mouth, varying from 48 hours to several days. 

2. Arrest in the progress of bismuth clysma; the 
obstruction may be complete or may be overcome 
in a greater or less period, according to the degree 
of the stenosis. Haenisch’s technique for bismuth 
enteroclysis should be followed literally. It must be 
shown that incomplete filling on the far side of the 
obstruction is not due to insufficient pressure of the 
bismuth column or the presence of dried fecal masses. 

3. Dilatation of the colon on the proximal side 
of the lesion, which is evidence of serious obstruction 
when present. The colon may end at obstruction in 
a funnel-shaped process, or there may be irregular 
filling defects, characteristic of cauliflower car- 
cinoma. 

4. There may be a palpable tumor coinciding 
with the filling defect, but its absence is unimportant, 
especially in very early cases. Fecal accumulations 
are apt to be present on the proximal side of the 
obstruction and must not be confused with real 
tumors. 

5. The author believes exaggerated antiperistalsis 
to be a valuable sign in the diagnosis of serious 
obstruction. However, normal antiperistalsis, which 
is the prevailing movement in the cecum, ascending 
and right half of the transverse colon, must not be 
mistaken for exaggerated antiperistalsis. Laxatives 
before examination increase antiperistalsis, and the 
character of obstruction, malignant or benign, 
organic or spastic, cannot be determined by this 
phenomenon. 

In the author’s technique, ordinary bismuth or 
barium meals are used. If the latter is used, the 
barium sulphate must be known to be chemically 
pure; meal by mouth and enteroclysis should both 
be used; careful cleansing enemata should be given 
before examination. A réntgenoscopic table of the 
Haenisch type is essential for colon work. The 
author calls attention to the necessity of adequate 
protection around the tube, to adjustable lead 
diaphragms, and to the proper preparation of the 
eyes before a fluoroscopical examination. The 
patient is placed supine; an ordinary rectal tube is 
introduced past the spincter; the container is ele- 
vated 2 ft. and the clysma allowed to flow. The 
cecum should fill in 3 or 4 minutes if no obstruction 
is present. The progress of the clysma is watched as 
it ascends the colon, and if any abnormalities are 
found, the examination should be repeated at a 
later date and findings verified. W. W. Grier. 


Norbury, L. E. C.: Imperforate Conditions of the 
Rectum and Anal Canal; and their Treatment. 
Practitioner, Lond., 1913, xci, 834. 

By Surg., Gynec. & Obst. 


_ The normal development of the rectum and anus 
is considered in text and diagram relative to those 
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embryological defects which give rise to imperforate 
conditions. The surgical relief of these conditions 
is discussed. 

The rectum is originally derived from the hind- 
gut and opens into a common sinus with the urogeni- 
tal tract. From this tract it soon becomes separated 
by two lateral partitions which coalesce to form the 
upper portion of the perineal body. If this septum 
be completely absent or misplaced, the rectum opens 
into the bladder, or if deficient the rectum opens 
into the deep urethra, or by sinus into the perineum, 
or, in the female, into the vagina. This segment, 
known as the postallantoic segment, prolongs down- 
ward and meets the anal canal which is infolding 
from the proctodeum. Failure in development of 
the postallantoic segment is the most common of all 
imperforate defects. 

Non-absorption of the partition or cloacal mem- 
brane between this segment and the anal canal 
results in a less serious defect, namely, imperforated 
anus. Defects in the formation of the anal canal 
are rare. When the postallantoic segment fails to 
develop, the rectum usually ends in a blind pouch 
at about the level of the prostate or cervix uteri. 
This pouch is usually invested with peritoneum 
except over the posterior surface. 

Treatment must be promptly instituted. For 
mere stenosis, the tract is dilated daily by bougie or 
finger during the first year of life. When only a 
septum separates the anal from the rectal canal 
this is to be crucially incised. First, however, the 
surgeon must be convinced by the bulging into the 
anal canal of a thin convex bluish septum that the 
defect is failure of absorption in the cloacal septum 
and not one of absence of the postallantoic segment 
of rectum. If the anal canal ends in a pucker it is 
more probable that the postallantoic portion is 
deficient and that attempt to puncture or incise the 
blind end of the rectum will open into the peritoneal 
cavity. When in doubt, or with definite absence of 
the postallantoic segment, the posterior wall of the 
anal canal is incised to the tip of the coccyx and the 
rectum is sought in the hollow of the sacrum. The 
posterior surface is identified and the rectum stripped 
free of the peritoneum which sometimes invests the 
entire pouched end. The blind end is then sewn to 
the anal opening, incised, and held open by tube, and, 
later, by daily dilatation. 

When the rectum cannot be found, low medium 
colostomy is done as an emergency measure and 
the establishment of the normal path is postponed 
until the second half year of life. When fistula into 
the urethra or the vagina or onto the perineum exists, 
these tracts may close spontaneously after the 
normal passage for feces has been established. 
Fistula into the bladder must be treated by a per- 
manent colostomy dividing the bowel and invagi- 
nating the lower end; however, this is an operation 
of doubtful utility. 

With the exception of that defect where the rectum 
opens within the vulva of the female, the prognosis 
is bad. Recurrent stenosis is common, the economy 
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of the foetus is unfavorably affected before birth, 

the operative procedure is severe, and late hyper- 

trophy and dilatation of the bowel commonly follows. 
KARL CONNELL. 


Martin, C. F.: 
Significance. 


The Anorectal Line; Its Clinical 

Proctologist, 1913, vii, 216. 

By Surg., Gynec. & Obst. 

Martin brings out the importance of the anatom- 
ical division of the lower bowel, by the anorectal 
line, into an upper portion which is developed from 
the embryological entoderm, and a lower portion 
which is ectodermic in origin. Along with these 
embryological distinctions are associated differences 
in blood and nerve supply, with consequent in- 
fluence on the pathological conditions of the two 
parts. Thus, above the anorectal line the superior 
hemorrhoidal veins begin, and these empty into 
the inferior mesenteric vein, which carries the blood 
to the portal circulation. Below this line, the blood 
is carried via the middle and inferior hemorrhoidal 
to the inferior vena cava. Again, above the 
anorectal line the rectum is supplied by visceral or 
sympathetic nerve fibers, while below it the parts 
are supplied by spinal nerves. The lymphatics 
from the bowel above the line drain upward into 
the pelvis, while those below the line pass to the 
inguinal glands. 

From a clinical standpoint these anatomical 
differences have an important bearing upon the 
symptoms and course of disease. Infection and 
malignant disease occurring above the anorectal 
line tend to spread upward by way of the deep 
lymphatics to the pelvic or urogenital organs, or 
to the liver, via the portal circulation. Owing to 
the sympathetic nerve supply, lesions of this part 
are not so apt to be painful, but are rather associated 
with a sense of discomfort. Lesions below the 
anorectal line are usually accompanied by pain, 
while metastasis from infections and malignant 
disease usually affects the inguinal glands. 

Rosert H. Ivy. 


LIVER, PANCREAS, AND SPLEEN 


Stockton, C. G.: Condition of the Upper Region 
of the Abdomen in Relation to Disease of the 
Gall-Bladder. Boston M.& S.J., 1913, clxix, 862. 

By Surg., Gynec. & Obst. 

The author states that there are four main causes 
for obscurity in diagnosis of conditions of the upper 
region of the abdomen. First, the development 
and persistence of symptoms referable to an organ 
as the result of disease in another, usually, but not 
necessarily, contiguous part. This phenomenon 
may be due to obstruction at the site of disease 
which interferes with the function of some related 
part; or it may be due to a nervous action which 
refers the trouble to some part other than the 
diseased; or, finally, it may be due to secondary 
infections or metastases giving rise to local symp- 
toms of such importance that the primary disease is 
overlooked. Many instances could be cited where 
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symptoms referable to one part really arise from 
disease in another; viz., duodenal ulcer may involve 
the bile papilla and thus occasion jaundice; pyloric 
spasm and its accompanying symptoms may be due 
to infection of the gall-bladder; malignant endocar- 
ditis in its symptomatology may closely parallel 
that of an infected gall-bladder. Often there is the 
absence of the more distinctive features of endo- 
carditis; the liver is enlarged and there is tenderness 
and muscle spasm over the gall-bladder with fever 
and leucocytosis. These symptoms may lead to an 


The second main cause of mistaken diagnoses is 
the presence of comparatively trivial local disease 
accompanied by severe and misleading symptoms. 
In connection with the gall-bladder region there may 
be characteristic signs and symptoms of chronic or 
even acute cholecystitis, muscle spasm, tenderness, 
hepatic dullness, leucocytosis, besides severe pain, 
vomiting, sour stomach, and other expressions of 
pyloric spasm, collectively of sufficient importance 
to warrant operation and drainage; yet upon examin- 
ing the exposed gall-bladder it will be found normal 
in appearance and to have normal contents. On 
the other hand, there may be marked local disease 
with a very trivial symptomatology. 

The third main cause is the presence of two 
diseases: appendicitis and cholecystitis are often 
associated and duodenal or gastric ulcer may be 
associated with one or the other. Not a few cases 
are operated upon, a chronically inflamed appendix 
removed, and yet the symptoms persist, due to the 
presence of a pathological lesion elsewhere. 

The fourth cause is the small degree of importance 
which is ordinarily attributed to the influence of 
diathesis and metabolism. The author believes 
that poor metabolism is responsible for more of the 
ills of mankind than is usually suspected. Many 
cases of gall-bladder disease improve under good 
diet, massage, and free elimination. Recently Loe- 
per of Paris has demonstrated that oxaluria depends 
upon oxalemia and that oxalamia is demonstrable 
by blood examinations. He further states that 
oxalemia alone produces symptoms which might 
well be ascribed to an infection of the appendix or 
gall-bladder, or to a peptic ulcer. J. H. SkILEs. 


Deaver, J. B.: Cholecystectomy. Surg., Gynec. & 
Obst., 1913, xvii, 667. By Surg.. Gynec. & Obst. 
In certain well-defined conditions there is practical 
unanimity concerning the advisability of removing 
the gall-bladder. These conditions are: 
1. Hydrops with obliteration of the cystic duct. 
Chronic empyema. 
Calcareous degeneration. 
The cholesterin gall-bladder of Moynihan. 
Gangrene. 
Carcinoma limited to the gall-bladder. 
7. Extensive laceration or perforation of the gall- 
bladder. 
These conditions possess in common two un- 
desirable features: (1) The impossibility of restutio 
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ad integrum, and (2) the certainty or probability of 
the progress of the disease. 

There are exceptions, however, even to the above 
rules. The author has, on more than one occasion, 
been content simply to drain a gangrenous gall- 
bladder and the patients have recovered without 
the necessity for a second operation. 

The operation of cholecystotomy is the classical 
operation for gall-bladder cholelithiasis, but it has 
been almost discarded of late years owing to the 
appreciation of the need for drainage in clearing the 
gall-bladder and biliary passages of infection, of 
which calculi themselves are but a result. Granting 
the applicability of simple cholecystotomy in cases 
properly selected, it is nevertheless true from a 
practical standpoint that the surgeon will very sel- 
dom be able to select such cases, and, as a rule, 
some operation involving either drainage or removal 
of the gall-bladder must be employed if the greatest 
good to the greatest number is considered. 

Pancreatic and peripancreatic inflammation when 
associated with gall-bladder disease should in- 
fluence our treatment of the gall-bladder itself. In- 
fection is carried from an inflamed gall-bladder to the 
peripancreatic tissues and it is believed in a percent- 
age of cases the pancreas may be secondarily infected 
in this manner. For some time the author has been 
observing the peripancreatic lymph-nodes in the 
course of his upper abdominal explorations and has 
found them almost invariably enlarged in gall- 
bladder infections. When in his opinion such a 
condition is present and the gall-bladder presents 
such serious alterations as to make the question of 
cure by cholecystostomy problematical, he does not 
hesitate to perform cholecystectomy. He is not 
advocating cholecystectomy in all cases of peri- 
pancreatic or pancreatic inflammations; not all cases 
arise in this manner. When the pancreas appears 
markedly or chiefly affected he hesitates to remove 
the gall-bladder because of the possibility that it 
may be needed at a later period, owing to the pro- 
gression of the pancreatic lesion and obstruction 
of the common duct thereby. 

The author’s experience with the operations of 
cholecystostomy and cholecystectomy inclines him 
to be rather more radical than hitherto; but he 
counsels the inexperienced surgeon to cling to 
cholecystostomy. As a rule, the stronger the indi- 
cations for cholecystectomy the greater the opera- 
tive difficulty. 


Wade, H. N.: Primary Hodgkin’s Disease of the 
Spleen, Dorothy Reed Type. J. Med. Research, 
1913, XXiX, 209. By Surg., Gynec. & Obst. 

In contradistinction to the usual manner in which 

Hodgkin’s disease presents itself—that is, by pri- 

marily involving the glands of the neck, or more 

rarely those of the mediastinum or retroperitoneum 

—the author here reports a rare form of the con- 

dition which is primary in the spleen. Previous to 

the case which the author here reports, he believes 
that only one true case of Hodgkin’s disease of the 
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Reed type, which was primary in the spleen, has 
been reported in the literature. This case, reported 
by Symmers, occurred in a young unmarried female 
who had noticed an abdominal mass for some three 
years previous to the examination. The spleen was 
removed and found to have undergone the cellular 
changes characteristic of Hodgkin’s disease. 

The case Wade presents was that of a farmer, 55 
years of age, who presented a mass in the region of 
the spleen which was felt fully three and one-half 
inches below the costal border. The blood examina- 
tion showed hemoglobin, 70 per cent; erythrocytes, 
3,260,000; and white cells, 12,600. The spleen was re- 
moved and the patient lived for two years thereafter. 
A microscopical section of the spleen showed the 
condition to be typical Hodgkin’s disease of the 
Dorothy Reed type. The author believes that 
while primary Hodgkin’s disease of the spleen is 
undoubtedly a rarity, it occurs more frequently 
than a search of the literature would indicate. He 
believes that many of the cases reported as primary 
sarcoma of the spleen may have been examples of 
this condition. 

From a study of this article the author’s views 
may be summed up as follows: 

Primary Hodgkin’s disease of the spleen is a con- 
dition quite unique, but that it occurs no more 
frequently than has been held is doubtful, since 
some of the reported cases of primary splenic sar- 
coma may easily have been unrecognized cases of 
Hodgkin’s disease. 

In view of our ignorance of the etiology of the 
condition, and of the fact that the process occasion- 
ally arises in other deep-seated lymphadenoid 
tissues, the possibility of a splenic origin cannot be 
denied. 

Since in the present case there was at no time any 
enlargement of the superficial lymph-glands, nor 
was there evidence of any lymphatic hyperplasia 
within the mediastinum or abdominal cavity, and 
since the disease was of long standing in the spleen 
as evidenced by the gross and histopathological 
appearance, it should be considered a case of pri- 
mary Hodgkin’s disease of the spleen. 


GEORGE E. BEILBY. 


MISCELLANEOUS 


Miillerheim, R.: Diagnostic Difficulties in Ab- 
dominal Tumors (Diagnostische Schwierigkeiten 
bei Abdominaltumoren). Zischr. f. Geburtsh. u. Gyndk., 
1913, Ixxiv, 278. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

The diagnosis of abdominal tumors forms a 
difficult chapter in medicine, because, for a correct 
interpretation, the general condition of the patient, 
the functional examination of the organ involved, 
and the local symptoms of the tumor must be con- 
sidered. But the local symptoms may be so masked 
by the hidden situation of the tumor in the abdomen 
and its involvement of neighboring organs that the 
most careful examination still leaves the case in 
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doubt; exploratory laparotomy must then be used 
as a last resort. 

To illustrate these difficulties in differential 
diagnosis which occurred in his own practice, the 
author gives 7 rare cases as follows: (1) A cyst of 
the urachus; (2) a congenital abnormal location of 
the bladder at the umbilicus; (3) a sarcoma of the 
retroperitoneal lymph-glands; (4) a case of dystopia 
of the kidney; (5) a simultaneous intra-uterine and 
extra-uterine pregnancy; (6) a phantom pregnancy 
with tympanitic meteorism; and (7) a cecum mobile. 

WEBER. 


Bassler, A.: Some Recent Conclusions on Abdom- 
inal Réntgen Ray Work. J. Am. M. Ass., 1913, 
Ixi, 2217. By Surg., Gynec. & Obst. 


Bassler finds that plugging the cardia to retain 
the bismuth in the cesophagus and then making 
stereoscopic plates with the patient in the standing 
position is the best means of diagnosing new growth 
of the osophagus before marked stenosis exists. 
Another method is to give bismuth in 25 gm. 
quantities suspended in two ounces of syrup of 
acacia. He believes that the method of examination 
by food extraction of the stomach contents is more 
dependable in gaining an idea of exit from the 
stomach than is the bismuth X-ray method. He 
believes that a rectal injection of bismuth to out- 
line the colon, given at the same time that observa- 
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tions are being made upon the emptying rate of the 
stomach, influenced the retention of bismuth in the 
stomach to a certain degree. He says that carcinoma 
of the stomach was best diagnosed by the X-ray 
method, for by it four cases were diagnosed early 
enough for complete excision and expectation of a 
cure; in none of these were the history, test meal, 
or other laboratory methods of so much value. In 
the late cases of carcinoma either or any combination 
of methods sufficed. 

Adhesions of the colon were best diagnosed by the 
X-ray method, there being no laboratory findings 
to take its place. He is not ready to place much 
dependence upon the value of the X-ray in the 
estimation of gall-bladder adhesions, cholecystitis, 
cholelithiasis, duodenal ulceration, or chronic 
appendicitis. In only nine of the 167 cases in which 
Lane kinks were noticed could they be proved to 
be factors in causing delay at their site or above it 
in the stomach, where they had operative proof. 
Four cases of renal stone were encountered in which 
the renal calculus was not suspected from the 
history. In their cases of ureteral stone all of them 
showed the stoppage of the transit of the stone at 
the brim of the pelvis or much short of the bladder. 
In one case in which they interpreted a calculus in 
the pancreatic duct the operation proved the 
shadow to be a calcified gland outside of and near 
the head of the pancreas. Epw. H. SKINNER. 


SURGERY OF THE EXTREMITIES 


DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS. CONDITIONS COMMONLY 
FOUND IN THE EXTREMITIES 
Moore, J. E., and Corbett, J. F.: Studies on the 
Function of the Periosteum. T77r. Western Surg. 
Ass., St. Louis, 1913, Dec. By Surg., Gynec. & Obst. 

The authors have made a study of bone growth, 
both in man and, through experiments, in animals. 
The conclusions from these studies are: (1) Bones 
from which a portion of the shaft has been removed 
heal in the presence of irritation by a subperiosteal 
bridge of bone. (2) Cutting the nutrient artery 
prevents the formation of a subperiosteal bridge. 
(3) As the nutrient artery supplies medullary bone, 
and as the periosteum is left intact when the artery 
is cut, it may be assumed that the medullary bone 
is responsible for the subperiosteal bridge. 

The subperiosteal bridge may fill in gaps left in 
the periosteum; therefore, the periosteum is not 
absolutely dependent upon that structure, even as 
a place of refuge. The subperiosteal bridge is more 
marked where it receives osteoblasts from two 
sources than from one. Fascia is a substitute for 
periosteum. 

In heterotopic transplants, no subperiosteal bone 
could be produced by irritation. This is somewhat 
surprising, in that the heterotopic experiments were 
conducted upon rabbits. We know that old scars 





in these animals frequently contain true bone, and 
that the periosteal device of Scheppelmann begot 
true bone in the peritoneal cavity. 

At the present day, the periosteum is disregarded, 
and the modern surgeon may be comparatively 
indifferent to it when operating upon bone. If it is 
convenient, he preserves it, because the conservation 
of tissues is always good surgery; but if not, he does 
not hesitate to sacrifice it. 


Hosmer, A. J.: Our Present Knowledge of Bone, 
with Reference to Infection and the Use of 
Bone as a Transplant. Northwest Med., 1913, 
V, 329. By Surg., Gynec. & Obst. 


The author reviews the work of Macewen and 
states that the osteoblasts are contained in the 
hard cortical substance of the bone and that the 
periosteum acts simply as a lining membrane, the 
internal layer of which is loose and well supplied 
with circulation giving thereby a favorable ground 
for the proliferation of osteoblasts when they are 
thrown out from the cortical substance of the bone. 

He also calls attention to the works of Cotton and 
Loder, in which they call attention to the fact that 
the endosteum probably plays a large part in the 
regeneration of bone. 

The author passes hastily over the regeneration 
of bone, as shown in fractures, still holding to the 
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theory that the osteoblasts come from the cortical 
substance. He then satirizes the attitude of the 
physician who finds a patient with pain in the bone, 
and without making a thorough examination as- 
sumes that it is rheumatism and advises local appli- 
cations and opiates, and allows the infection of bone 
to progress until there has been considerable destruc- 
tion and the patient is toxemic. He emphasizes 
the fact that many of our present cripples are due 
to the negligence of some doctor who did not 
recognize the heavy, bursting, boring pain which 
accompanies infection under pressure, as an osteo- 
myelitis, and allowed the destruction of bone to go 
on until the patient was permanently crippled. 

In his treatment the author calls attention to the 
necessity of immediate operation, giving free drain- 
age to every infection of the bone, whether it is 
periosteitis or an osteomyelitis. He quotes Albee’s 
saying that ‘‘many liberties may be taken with a 
bone graft without interfering with its success,” 
and disagrees with him, stating that “absolute 
cleanliness and asepsis must be observed at all times 
in handling bone graft,” and that “bone is the 
easiest tissue in the body to transplant, providing 
the bone is taken from the same body.” He calls 
attention to the fact that ‘‘foreign bodies such as 
nails or screws loosen up when inserted into bone,” 
and urges the use of live bone transplant or intra- 
medullary splint as the best means of holding 
ununited fractures. P. B. Macnuson. 


Friind, H.: Our Experience with Réntgen Treat- 
ment of Surgical Tuberculosis (Unsere Erfahr- 
ungen mit der Réntgenbehandlung chirurgischer Tub- 
erkulosen). Beitr. 2. klin. Chir., 1913, lxxxvii, 208. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Within the last two years, 71 cases of tuberculosis 
were treated at the Garre Clinic by Iselin’s method 
of réntgenization, but the good results described by 
Iselin were not obtained, in spite of the fact that the 
treatment was carried out just as described by him 
in the Basel Institute, and although, with only a 
few exceptions, mild cases were selected. The author 
concludes that, as a consequence of the good results 
reported by Iselin, experiments have no doubt been 
carried out in various places; but the fact that only 
a few cases have been published seems to him to 
indicate that at other clinics the results must not 
have been very brilliant. He cannot account for 
this difference in the results, but thinks that perhaps 
tuberculosis shows different degrees of malignancy 
in different locations. Of all the forms of tuberculosis 
treated, lymphoma was the one most favorably 
influenced; little or no reaction was seen in bone and 
joint tuberculosis. In many cases there was a de- 
cided change for the worse; there was proliferation 
of the granulation tissue in cases of fungus, which 
has never been reported before. The author thinks 
it desirable, for the sake of clearing up the question, 
for other hospitals, where the réntgen treatment of 
tuberculosis has been tried, to report their results. 

KNOKE. 





361 


Ransohoff, J.: Osteitis Deformans, Central Sar- 
coma, Streptococcus Infection. Lancet-Clin., 
1913, CX, 672. By Surg., Gynec. & Obst. 

The patient, a male, 49 years of age, without any 
history of venereal disease, was in good health up 
to five years previous, when he began to suffer with 
pain in the left leg so severe, at times, as to demand 
morphia. Three years later he became quite lame 
as a result of the forward and outward bowing of the 
tibia. A soft tumor mass over the tibia was opened 
on the supposition of it being an abscess, but no pus 
was present. Following this incision the leg began 
to swell, reddened to the knee and a continuous fever 
developed which induced him to seek admission to 
the hospital. His temperature at this time was 
103.5°; leucocytosis 23,000. The left leg from the 
ankle to below the knee was twice as large as the 
opposite one; the skin bright red, tense, and glisten- 
ing. Over the center of the bowed tibia there pro- 
jected from an opening a fungus mass, as large as a 
hulled walnut, which bled freely whenever touched. 
From this opening there was also a profuse foul, 
purulent discharge — the stain of which showed a 
streptococcus. 

The skiagram shows marked bowing of the tibia 
with a chronic inflammatory process extending 
practically along the entire length of the bone. 
Rarefaction, hyperplasia, and subperiosteal con- 
densation of bone are in evidence. The fungus 
mass is plainly seen projecting through an aperture 
in the compact anterior wall of the tibia at the point 
of greatest bowing. 

The diagnosis of central sarcoma, secondary to 
deformating osteitis with extensive bone infection, 
was made and amputation through the lower third 
of the left thigh was performed under spinal novo- 
caine anesthesia. 

The writer reports on the pathological findings 
which confirmed the diagnosis. 

Ransohoff states that he has failed to find in the 
literature any mention of cases in which streptococ- 
cus infection has occurred in osteitis deformans or 
of central bone sarcoma. CHARLES M. JAcoss. 


Ely, L. W.: Diseases of Joints and Bone-Marrow. 
Am. J. Surg., 1913, XXvii, 370. 
By Surg., Gynec. & Obst. 

Inflammation of the bone-marrow may be caused 
by any number of different organisms—chiefly the 
common pus-producing organisms. 

In the more common form the original focus 
usually forms in the marrow of the metaphysis and 
spreads until it reaches the central marrow canal. 
The inflammatory process spreads through the cor- 
tex and involves the deep layers of the periosteum; 
here, pus forms and may make its way to the sur- 
face unaided. 

When an osteomyelitis has run its course the 
sequestrum remains in the involucrum indefinitely. 
In treating osteomyelitis it has been the rule to 
allow Nature to do all she could before there was 
any operative interference; but Nichols advises the 
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removal of the sequestrum as soon as the periosteum 
has formed enough new bone to hold the limb in 
shape. 

In syphilitic osteomyelitis and periostitis, syphi- 
litic bone lesions may occur in the hereditary form 
of the disease, or in the late secondary or tertiary 
stage of the acquired form. 

There is local destruction of bone and the forma- 
tion of various sized collections of a mucilaginous 
material surrounded by sclerosed bone. These 
areas usually form just beneath the periosteum and 
form sinuses, the surface openings of which are dark 
red, ragged, and undermined. The thickening of 
the periosteum is peculiar and almost diagnostic as 
is the peculiar saber-shaped tibia. The chief treat- 
ment should be antisyphilitic drugs. 

Typhoid osteomyelitis and periostitis are fairly 
frequent, coming on in the late stages of the disease, 
in convalescence, or after recovery. Abscess forma- 
tions are frequent and fistula following these often 
remain open for a long time. The treatment is 
conservative. 

The author regards osteitis deformans—Paget’s 
disease—as a chronic osteomyelitis of unknown 
etiology in which the bones become much thickened 
and asymmetrical. The new bone-tissue remains 
uncalcified, permitting great deformity of the long 
bones. The legs are bowed outward and seem too 
large for the trunk. The disease is considered 
incurable. 

Rickets is a constitutional disease of infancy and 
childhood, characterized by bone changes, especially 
in the long bones. The most marked changes take 
place in the region of the epiphyseal line, which 
becomes irregular and broadened; the bones become 
soft and bent, and sclerosis takes place after the 
disease has run its course. The treatment is largely 
constitutional but deformities must be corrected 
by operation or by other means. 

The condition of osteopsathyrosis idiopathica 
is characterized by a general deficiency in bone for- 
mation, both in the diaphysis and in the metaphysis. 
The chief clinical manifestations of the disease are 
the abnormal friability of the bones and the multiple 
fractures. From these the diagnosis is made. The 
only treatment is to protect the patient. 

Osteomalacia is a disease of unknown etiology, 
characterized by an inflammation and degeneration 
of the spongy and of the dense bone. No true 
compensatory bone production takes place and the 
bones of the lower extremities bend and become 
unable to support the body. Treatment is usually 
fruitless. 

An osteoma is a tumor which consists of bone- 
tissue and usually occurs on the skeletal bones. 
These tumors, which may be either multiple or 
single, are covered by a layer of periosteum alone, 
or by a layer of cartilage in addition. The treat- 
ment is removal. Recurrence is fairly frequent, 


but these tumors are not malignant. 
New-growths of the marrow and periosteum may 
Of the former class 


be either benign or malignant. 
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the so-called benign myeloma, or giant-cell sarcoma, 
is the most important. Until recently, this tumor 
was regarded as a variety of sarcoma, but it is now 
thought by many authorities to be a distinctly 
benign growth with a tendency to local recurrence, 
if not thoroughly removed. 

Myelomata occur most frequently in young 
adults, and usually without any known cause. 
The myeloma is a new-growth of the marrow, con- 
sisting of large numbers of the so-called giant, 
spindle, and round cells, with a connective-tissue 
stroma. This has a thin bone shell covering. As 
the tumor increases in size, the bone shell expands, 
but there is little if any production of new bone. 
The réntgen rays show a rarified cystlike area in 
the bone covered by a bulging, well defined shell of 
bone. 

Some authors say the positive diagnosis from other 
growths cannot be made before operation. 

Under artificial ischemia the myeloma must be 
opened and every particle of the diseased tissue must 
be removed with a curette, and the cavity swabbed 
with carbolic acid and alcohol. If the tumor 
returns, the operation may be repeated several times 
if necessary. R. O. Ritter. 


Taylor, H. L.: Charcot Joints as an Initial or 
Early Symptom in Tabes Dorsalis. J. Am. M. 
Ass., 1913, Ixi, 1784. By Surg., Gynec. & Obst. 

The author reports 23 cases, and draws the fol- 
lowing conclusions: 

1. Charcot joints and spontaneous fractures 
are often initial or early symptoms of tabes dorsalis. 

2. Charcot joints are frequently of traumatic 
origin and often follow fractures and lesser injuries. 

3. The results of orthopedic treatment in early 
or moderately advanced cases are very satisfactory. 

4. Orthopedic treatment by protective splinting 
should also be used in the loose joints of tabes due 
to hypotonus before the appearance of swelling and 
effusion. 

5. The term “tabes dorsalis” should be used in 
preference to the term “locomotor ataxia.” 

Geo. I. BAUMAN. 


Morley, J.: Traumatic Intramuscular Ossification. 
Brit. M.J., 1913, ii, 1475. By Surg., Gynec. & Obst. 
After a consideration of the theories of causation, 
experimental confirmation, histology, differential 
diagnosis, prognosis, and treatment of traumatic 
intramuscular ossification, the author arrives at the 
following conclusions: 

1. Traumatic intramuscular ossification — 
“myositis ossificans’’—is due to migration of osteo- 
blasts into adjacent contused muscle and blood-clot, 
after destruction of the periosteum and loss of its 
function as limiting membrane to the growth of 
bone. It is essentially the same process as callus 
formation. 

2. The condition may be produced experimentally 
in animals by reproducing the same mechanical 
conditions by an aseptic open operation. 
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3. Inacaseof difficulty in diagnosis from sarcoma, 
open exploration is advisable. 

Simple excision is usually, though not invaria- 
bly, followed by recurrence. 

5. Conservative treatment condemns the patient 
to a long period of disability, which may occasionally 
be permanent. 

6. Excision combined with grafting of deep 
fascia on to the denuded surface of bone gives the 
best prospect of rapid and complete recovery, and 
is urged for all cases not complicated by ossifying 
periarthritis. 

7. Osteoblasts and chondroblasts are the same 
cells under different conditions of nutrition. 

M. S. HENDERSON, 


FRACTURES AND DISLOCATIONS 


Burnham, A. C.: Spontaneous Fracture and Bone 
Cysts. Jnterst. M.J., 1913, Xx, 1021. 
By Surg., Gynec. & Obst. 


The author reports the case of a policeman who 
fell and fractured his leg. Subsequent examination 
by the X-ray showed an area of softening in the 
tibia at the point of fracture, and the picture re- 
sembled very closely that of a benign bone cyst. 
Operation revealed a giant-celled sarcoma; after 
amputation the patient made an uneventful re- 
covery. 

The author comes to the following conclusions: 
(1) Certain cases of giant-cell sarcomata very 
closely resemble benign bone cysts both in the early 
symptoms and in the radiography of the early stages 
of the growth; (2) every case of fracture from slight 
trauma should be X-rayed; and (3) in giant-cell 
sarcoma of the long bones there is often slow growth 
with the absence of metastases. J. H. Sktres. 


Jones, R.: An Orthopedic View of the Treatment 
of Fractures. Am. J. Orth. Surg., 1913, xi, 314. 
By Surg., Gynec. & Obst. 
Every fracture is a potential deformity and the 
first consideration in treatment is to maintain a true 
anatomical alignment of the shaft in case of long 
bones. The traditional wooden board is not the best 
for this purpose, as no human limb will fit a flat 
board. Sheet iron, gutter-shaped, fitted to each 
case and padded to avoid bony prominences, is best, 
and distributes the pressure around the limb, thus 
precluding pressure-sores. In fractures, near or in 
the joints, the proper disposition of small fragments 
is of great importance in restoring alignment, 
especially of axis of movement. If properly handled 
the tendons and muscles passing a joint are of 
assistance in treatment; for example, in the elbow 
with fracture of condyles, the triceps tendon can 
serve as an effective splint if the arm is put in acute 
flexion, as is now almost universally done instead 
of the old time right-angle method. 
It is well to follow the rule of Thomas; namely, 
“that a joint which is tender to palpation is not 
ready for movement.” If, after tenderness has dis- 
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appeared, five or ten degrees motion is obtained, a 
good prognosis may be given. Passive movement 
should later be done once in each direction in which 
motion is limited. Passive movements to and fro 
are likely to stir up inflammatory reaction, which 
results in more adhesions. Massage should be used 
lightly to avoid stimulating the young callus to 
fresh overgrowth. Experience shows that, except 
in the actual condition of disease, nearly all cases of 
“non-union” are really cases of ‘‘delayed union.” 

The time required for union is a “personal equa- 
tion”? and may be two or three times the expected 
period. The author uses the “hammer and dam” 
method of Thomas in these cases. The region of the 
fracture is hammered with a rubber mallet, then a 
tight elastic band is placed above and below at a 
distance of several inches. Physiological use is the 
best agent to assist in making union solid, but it is 
wise to protect a fracture with artificial support 
even after it appears to be firmly united. In fracture 
of the neck of the humerus the upper fragment is 
frequently abducted; after the fracture, forcible 
breaking of adhesions should not be attempted for 
at least three months. 

Fracture of the shaft of the humerus rarely requires 
operation, except to free the musculospiral nerve 
from callus. Superfluous callus in front of the elbow- 
joint will absorb under continuous pressure of acute 
flexion. In fracture of both bones of the forearm if 
the ulna is held straight the radius will almost take 
care of itself. It is important to see that supination 
is possible before the callus gets too hard. Gutter- 
shaped metal splints are best. Stiffness of the 
wrist and pain on motion six months after a callus 
fracture nearly always means an improper reduction; 
the deformity should be corrected under gas. Ex- 
treme tenderness in the “‘anatomist’s snuff-box” 
usually means fracture of the scaphoid; in this and 
other fractures of the carpus the wrist should be 
put in dorsiflexion. For fracture of the shaft of the 
femur the author doe; not use weight and pulley 
extension but overcomes the shortening by exten- 
sion with a caliper splint, the counter pressure of 
which comes on the perineum; this, he claims, pre- 
vents muscular spasm as a result of varying muscular 
tension. In fractures of the neck of the femur he 
puts the leg in abduction in a double Thomas hip 
splint. Impaction is broken up only if there is 
rotation or material shortening. Fractures of both 
bones in the lower fourth of the leg are usually 
operated upon by the author because of difficulty 
in securing alignment by any other method. 

W. A. CLARK. 


Parham, F. W., and Martin, E. Ds: A New Device 
for the Treatment of Fractures. JN. Or/. M. 

& S. J., 1913, \xvi, 451. By Surg., Gynec. & Obst. 
The authors discuss the difficulty of holding 
oblique fractures by means of wires and nails. They 
have used a band of metal three-eighths of an inch 
wide by 6 inches in length, made with a slit in one 
end. This wire is passed about the fracture and 
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tightened by passing through the slit, cutting off the 
extra length and turning down the end. 
H. W. MEYERDING. 


SURGERY OF THE BONES, JOINTS, ETC. 


Fredet, P.: The Treatment of Grave Fractures 
after the Technique of Lambotte (Le traite- 
ment des fractures graves suivant la technique de 
Lambotte). J. de chir., 1913, xi, 289. 

By Surg., Gynec. & Obst. 

The author’s experience comprises twenty cases 
of fractures of the long bones treated by the open 
method, following the technique of Lambotte. He 
restricts the indications for open treatment to 
those cases which are incapable of healing by the 
conservative methods. His cases have led him to 
the following general conclusions: (1) Operation 
should not be attempted without perfect equipment. 
(2) It should be restricted to grave fractures, which 
cannot heal by bloodless methods; to those in which 
there is a chance that they will not heal by bloodless 
methods; and those which apparently will be ex- 
cessively delayed in union. (3) The operation is 
too difficult to be undertaken by any but experienced 
surgeons. The author believes that the open treat- 
ment of fractures will find as broad a field for itself 
as has the operation for the radical cure of hernia. 

The most favorable time for intervention is the 
tenth day following injury, but for compound frac- 
tures, it is necessary to wait until the wound has 
entirely healed. The author has waited as long 
as one hundred and thirty-four days to avoid 
operating in an infected field, and then operated 
with good result. 

Rigorous aseptic precautions for the operative 
field and the assistants are insisted upon. The 
entire limb is washed the day preceding the opera- 
tion with soap, water, alcohol, and ether; and on 
the operating table, the surgeon himself performs 
the final cleansing with benzine-iodine and then 
with tincture of iodine. The surgeon and his as- 
sistants use the usual precautions and never put 
the gloved hand into the wound. 

The primary considerations in the operation as 
devised by Lambotte are, the perfect reduction of 
the fracture and the solid and lasting maintenance 
of that reduction. There follows a minute de- 
scription of the technique followed by the author 
with what he finds to be improvements on the 
operation and instrumentarium of Lambotte. The 
point especially emphasized is the importance of 
large incisions—more than one if necessary—which 
denude the bone of all covering and allow the frag- 
ments to be brought up freely into the wound. 
After the fragments have been reduced and held in 
place by instruments modified by the author, the 
different methods of maintaining the reduction are 
described. 

Oblique fractures are best held by a circle of 
bronze-aluminum wire, which, instead of being 
twisted, is tied by means of a traction instrument of 
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the author’s. The screw is to be used to advantage 
where fragments are to be fixed to the shaft or in 
T-iractures, but cannot be expected to be permanent 
when the head rests subcutaneously. 

The plates of Lambotte are the favorite fixation 
material of Fredet. He considers the usual method 
of applying screws in bone to be wrong in principle. 
The hole in the bone to receive the screw should be 
bored by an instrument which makes threads in the 
bone corresponding to the threads in the screw. 
The external fixation apparatus of Lambotte is 
mentioned as useful in treating fractures which must 
be held in place by an appliance attached at some 
distance from the fracture. None of these methods, 
however, should be used in all cases to the exclusion 
of the others. If the site of fracture is of doubtful 
sterility, all foreign material should be avoided at 
the site and the external appliance of Lambotte is 
indicated. If an aseptic fracture is very oblique 
and superficial, the wire ligature is the best method; 
if the fracture is transverse or slightly oblique, the 
bone plates are best; but if the fracture is deep, the 
plates reinforced by wire ligatures are preferred. 

The wound is sutured in layers—periosteum with 
linen or catgut, then the muscle and fascial layers. 
Finally, the skin is closed with loosely drawn 
sutures which are left in place until the first dress- 
ing. The line of sutures is touched with tincture 
of iodine and a sterile bandage carefully applied. 
The tibia and femur when fractured are encased in 
plaster. In order not to have an immense cotton 
dressing over the wound, sterile jersey under the 
plaster is used to prevent the moisture of the plaster 
from penetrating. The cast and bandage are left 
undisturbed during the usual time of healing for 
corresponding closed fractures; early passive motion 
or massage are condemned on the ground that they 
interfere with the maintenance of the fragments in 
good position. 

The author concludes with the statement that he 
had always considered his results in treating frac- 
tures by closed methods sufficiently satisfactory until 
he compared them with the results he has obtained 
by the operative treatment. ELLs FISCHEL. 


Dujarier, C.: The Open Treatment of Fractures of 
the Leg: Old and New (Du traitement sanglant 
des fractures de jambe récentes et anciennes). 
J. de chir., 1913, xi, 269. By Surg., Gynec. & Obst. 


In the last eight years the author has treated 
thirty-two closed fractures of the leg by the open 
method. He gives a review of his technique, 
results, and indications. 

Preliminary precautions are taken that there be 
no vesicles or small suppurating spots on the skin. 
If these be present he waits until he is sure the skin 
is perfectly clear. He does not consider this a loss 
of time since, in his opinion, between the fifth and 
tenth day following the injury is the most favorable 
time for operation. 

For anesthetic he uses for most cases spinal 
anesthesia, consisting of 5 cg. of stovaine, and has 
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never noted bad effects from it. His one contra- 
indication is tabes. 

For skin sterilization the author paints the entire 
circumference of the leg with tincture of iodine, 
and two towels are rolled about the leg above and 
below the field of operation. Asepsis on the part 
of the operator and his assistants is rigorously 
exacted; neither the gloved fingers nor any instru- 
ment which has touched the gloved hand is allowed 
to enter the wound. 

To expose the fracture, an incision 20 cm. in 
length is made on the internal surface of the tibia 
with its center at the site of fracture, as shown by 
two radiographs. The knife is carried down to 
the bone through the periosteum and is never 
allowed to leave the bone except at the line of 
fracture. 

To free the fragments, the author raises the peri- 
osteum completely from the superior fragment 
first, in such a way that the bone can be entirely 
brought up out of the wound. This fragment is 
seized and immobilized with the bone clamp, care 
being taken not to produce a new fragment of bone. 
The end of the bone is carefully freed of blood-clots 
and all new formations to the original line of frac- 
ture; the inferior fragment is next treated in a similar 
manner. If there are one or more intermediate 
fragments, which are entirely detached, they are 
removed and placed in a sterile compress saturated 
with serum, in which they are kept until the frag- 
ments are put in place and used if possible. When 
there is pseudo-arthrosis or simple delay in union 
the newly formed bone is extirpated by means of 
scissors or a gouge and the two fragments are sep- 
arated. An effort is made to make the ends of the 
fragments conform to their original line at the time of 
fracture; in other words, converting an old fracture 
into a recent one. 

To reduce the fracture the author invariably 
uses the extension apparatus of Lambotte which is 
described in detail. Usually when there are but 
two fragments and the fracture is recent, perfect 
coaptation is obtained; when there are multiple 
fragments or when the fragment is very oblique, a 
reduction approximating one or two millimeters is 
considered satisfactory. The extremities of the 
fractures are never resected. 

To keep the fractures in place the author uses 
either a double pronged hook or a circle of wire. 
The prongs of the hook are three and one-half 
centimeters apart for use on the tibia, and a special 
drill and hammer are used for their application. 
The method of circling the fragments with wire is 
used in oblique fractures and the technique of 
Lambotte is closely followed. The wire is of red 
copper 2 mm. in diameter. Two circles are made 
as far apart as possible and secured by twisting 
first with the hand and then with strong forceps. 
In a few cases the author has found it necessary to 
use both the hook and the wire. 

Before the skin is sutured the wound is washed 
with warm serum in order to remove blood-clots 
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and debris. No vessels are ligated, except oc- 
casionally the large subcutaneous veins, and no 
attempt is made to suture the periosteum separate- 
ly. In case the skin edges turn in, a few superficial 
skin‘sutures are used. Drainage is never used. 

An aseptic dressing is next applied to the wound. 
When the hooks are used the leg is put up in plaster 
which extends only to the knee. Occasionally the 
author uses board splints. Where the wire has 
been used no supports other than a voluminous 
bandage and rest on a pillow are deemed necessary. 
After ten to twenty days the wires are removed and 
the leg rebandaged. The cast is removed on the 
thirtieth to thirty-fifth day; if union is complete 
the leg is left free and massages commenced. The 
patient usually gets up on the thirty-fifth to fortieth 
day. 

The post-operative course is very smooth. There 
is severe pain the first two days, accompanied by a 
temperature of 38° to 38.5° C. In only two cases 
has the author experienced superficial suppuration. 

In regard to the fixation material, the author, in 
his first cases, found it necessary to remove all the 
hooks. In his last twenty-five operations he has 
removed them in only three cases. The wire, how- 
ever, he has always removed from the thirtieth to 
fortieth day at the latest on account of the irritation 
it causes to the skin. The procedure is quite simple 
and is done under local anesthetic. In considering 
the question of union, Dujarier has obtained con- 
solidation in thirty to forty days for recent fractures 
in all cases except four, in which it was delayed 
from two months to a year. In cases of pseudo- 
arthrosis and of delayed union, occasionally the 
leg is solid at the end of forty days. At the end of 
this time a silicate splint is applied and the patient 
is made to walk on the leg. This procedure is 
continued until there is firm union. 

The author has found his results by the open 
method of treatment so far superior to those which 
he obtained by the closed method of treatment, 
both for recent and for old fractures, that he is 
constantly broadening his indications for the open 
method of treatment. These indications are vari- 
able but are roughly stated as follows: (1) In 
transverse fractures, before or after reduction, the 
fragments are not partially in contact. (2) In 
oblique fractures operation is indicated in almost 
every case, the exceptions being those with very 
little displacement and with overriding of less than 
one centimeter. (3) The choice between hooks and 
wires is made according to the nature of the fracture 
as shown by anteroposterior and lateral radio- 
graphs. The hooks are used in transverse and slight- 
ly oblique fractures. The contra-indications are 
the general condition of the patient or such local 
conditions of the skin as render an aseptic opera- 
tion impossible. He concludes that the treatment 
of fractures by the open method is difficult surgery, 
but when well carried out excellent functional re- 
sults are obtained without incurring serious risk to 
the patient. Evus FIscHet. 
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Hitzrot, J. M.: Some Problems in Bone Surgery. 
Wis. M.J., 1913, xii, 211. By Surg., Gynec. & Obst. 


The author takes up in five stages the theory of 
regeneration of bone as advanced by Dupuytren, 
and reviews the work of Wieder on regeneration, 
giving the following five stages: 

1. First to fourth day, period of infiltration. 

2. Fourth to twelfth day period: gradual absorp- 
tion of the exudate from the soft parts and its re- 
placement by connective tissue. The endosteum 
undergoes formation of osteoid trabeculae at a 
distance from the line of fracture. 

3. Twelfth to eighty-fifth day: stage of reorgani- 
zation. Augmentation of the callus where it is 
most needed and absorption where it is not required. 

4. Permanent callus formation, eighty-fifth to 
two hundred and eightieth day: absorption of callus 
with re-deposition of denser bone in the dilated 
spaces, and the appearance of distinct lamelle in the 
new bone. Wieder did not continue his work to the 
fifth stage, as did Dupuytren, but he points out that 
in fractures that had united perfectly there is, up to 
the third month, nothing but cartilage or connective 
tissue across the line of fracture. Cartilage was 
always found on the concave side of the fracture with 
its apex at the line of fracture and its base at the 
periosteum. 

The author states that his work and the informa- 
tion derived from it so closely resemble that of 
Wieder that if repeated at length they would 
paraphrase his findings already given. He states 
that the most important factor in the stage of exu- 
dation is the formation of fibrin. 

In conclusion, judging from his experiences, he 
believes that bone graft covered by periosteum, and 
with endosteum on its inner surface, is the best 
graft to use. He points out that there are discrep- 
ancies in all the experimental work; that there are 
certain undetermined factors which seemingly cause 
a failure of bone production by the periosteum under 
identical conditions with those in which bone is 
produced, and that the endosteum is an important 
factor in the regeneration of transplanted bone. 

P. B. MAGNUSON. 


Dennis, W. A.: Treatment of Osteomyelitis. St. 
Paul M. J., 1913, xv, 605. 

By Surg., Gynec. & Obst. 

The author wishes to emphasize certain well- 
established principles in the treatment of septic 
inflammation of the bones which are often lost sight 
of. In acute osteomyelitis the opening in the 
cortex should extend as far as there is any sign of 
pus in the medullary cavity. Simple drainage is 
all that should be sought. The medullary cavity 
should not be curetted since that procedure destroys 
the endosteum and removes the last chance for heal- 
ing without necrosis. Nichols deserves the credit 
for emphasizing this important point. Even so 
valuable a work as Von Bergman’s System of Sur- 
gery makes the mistake of recommending the curet- 
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The 
English system of Cheyne and Burghard does the 
same. 

Some of the cases of acute osteomyelitis are accom- 


tage of the medullary cavity in acute cases. 


panied by effusion into the neighboring joint. This 
may be due to invasion by the infecting organism, 
but is more often due to secondary circulatory 
changes and cedema. Even if infected, the joint 
should not be opened and drained, as was taught 
until the past few years, but should be aspirated and 
irrigated, or injected, and this repeatedly if neces- 
sary. The open drainage has almost invariably 
resulied in a stiff joint. 

The author calls attention to an etiological factor 
which is infrequently mentioned. He states that 
the importance of suppurative middle ear disease 
has apparently been entirely overlooked, and yet an 
inquiry into the history of all the cases coming under 
observation during the past two years shows that a 
large percentage, especially in children, had suffered 
from suppurative otitis media. Granting the cor- 
rectness of this observation, its importance can 
hardly be overestimated; first, because it shows the 
necessity for competent treatment for this condition 
whenever found; second, that of taking care of any 
active process that may be there present at the time 
of operating upon a case of osteomyelitis; and finally 
the prime importance of early care of those two great 
causes of suppurative middle ear disease, inflamed 
tonsils, and adenoids. The reason that active sup- 
purative osteomyelitis is so often multiple and con- 
secutive is that while the first bone involved is 
treated the infecting focus is allowed to remain un- 
disturbed and often even unsuspected. The im- 
portance is therefore emphasized of determining 
whenever possible the primary focus of infection 
and subjecting it to efficient treatment. 

The author then takes up the question of the 
value, in chronic cases, of various plugs and comes 
to the conclusion that Mosetig’s iodoform wax plug, 
provided it is used according to directions, gives the 
best results. Epwarp L. CorNELL. 


Brown, W. L., and Brown, C. P.: Preliminary 
Report on Bone and Periosteal Transplanta- 
tion. Surg., Gynec. & Obst., 1913, xvii, 681. 

By Surg., Gynec. & Obst. 


During 1911 to 1913, the authors carried out a 
series of experiments on dogs, to determine if pos- 
sible the answer to the following questions: 

1. Will periosteum produce bone, when trans- 
planted into tissues, without bony contact? 

2. Will periosteum produce bone, when left 
attached to bone and periosteum at proximal end, 
passed around fascicula of muscle, and again con- 
tacted with periosteum? 

3. Will bone reproduce bone and continue to 
live, when deprived of periosteum and transplanted 
into the tissues without contact with living osteo- 
genetic tissue? 

4. Will bone live and reproduce bone, when 
transplanted into the tissues, not deprived of its 
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periosteum, and not contacted with living osteo- 
genetic tissue? 

5. Will bone live and reproduce bone, when 
transplanted and contacted with living osteogenetic 
tissue? 

6. Will bone reproduce bone without the aid of 
periosteum? 

7. Is it essential that the transplant have a func- 
tion in order to be permanent? 

Based upon their experimental work to date, 
the authors draw the following conclusions: 

1. They were unable, in any experiment, to 
reproduce bone from free periosteal transplants into 
the subcutaneous tissue and muscle. 

2. They were unable to reproduce bone in any 
periosteal flap which was raised, left in contact with 
the bone, passed through muscle, and again con- 
tacted with periosteum, with the one single excep- 
tion where there was a small nodule of bone formed 
apparently in the free end of the flap, corresponding 
to another nodule on the shaft of the bone opposite, 
leading them to the belief that because no bone had 
formed anywhere else in the flap, the bone in the 
tip of the free periosteal flap was due to osteoblasts 
raised from the corresponding area on the shaft 
of the bone. 

3. They were unable to reproduce bone in any 
experiment from free bone transplants, without 
periosteum, into the subcutaneous tissue and 
muscle, regardless of the age of the transplant. 
Absorption was the rule in every case. 

4. They were unable to produce bone in a single 
experiment where bone was transplanted free, 
periosteum being left intact, into the muscle or sub- 
cutaneous tissue. These transplants were uni- 
formly absorbed. 

5. They were uniformly able to reproduce bone, 
when transplanted and contacted with living bone, 
if it were in position where it had a function to 
perform. 

6. Other necessary conditions being present for 
its reproduction, bone reproduces bone without the 
aid of periosteum. 

7. The transplants that were contacted with 
living bone and had no function to perform were 
inclined to absorption. 

8. While periosteum may be an aid to the life 
and growth of bone, the authors were not able to 
prove, in any experiment, that it was at all essential. 


Allison, N., and Brooks, B.: The Mobilization af 
Ankylosed Joints. Surg., Gynec. & Obst., 1913, 
Xvii, 645. By Surg., Gynec. & Obst. 

The object of the experiments was the study of 
the changes which follow the interposition of cer- 
tain substances between denuded joint surfaces. 

Dogs were used for all experiments, and the sub- 

stances studied were: 

1. Cargile membrane. 

Free transplants of fascia lata. 

Pedunculated flaps of fascia lata. 

Chromicized pig’s bladder (Baer). 
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5. Fascia lata which had been treated by a 
chemical process, in which the fascia was impreg- 
nated with finely divided silver. 

From dissection and microscopical study of the 
experimental joints, after varying periods, the 
following is emphasized: 

1. Cargile membrane does not prevent union of 
opposed denuded joint surfaces. 

2. Fascia lata prevented union of the joint sur- 
faces only in those experiments in which the fascia 
transplant underwent necrosis and absorption. In 
the instances in which the transplant preserved its 
vitality, it adhered to the joint surfaces and bound 
them together. 

3. Pedunculated flaps of fascia were in no way 
superior to free transplants, and they had the 
disadvantage that the pedicle persisted as a band 
limiting joint motion. 

4. Chromicized pig’s bladder (Baer) produced in 
the joints a large amount of fibrous tissue which 
bound the denuded joint surfaces together. 

5. The silver impregnated fascia was a relatively 
non-irritating absorbable substance which prevented 
the union of the joint surfaces. 


Osgood, R. B.: The End-Results of Attempts to 
Mobilize Stiffened Joints. Surg., Gynec. & 
Obst., 1913, xvii, 664. By Surg., Gynec. & Obst. 

After discussing the successes and failures of 
attempts to mobilize stiffened joints, the author 
states that the operation is applicable to cases of 
permanent flexion of the knee-joint, with useful 
motion in further flexion remaining: (1) Cases in 
which, from growth or disease, the contour of the 
condyles offers bony resistance to complete ex- 
tension; (2) long continued contractures in which 
forcible extension would bring too great pressure on 
vessels and nerves. 

The technique consists of two-inch incisions on 
either side of the femur just above the condyles, 
posterior to the upper cul-de-sac of the knee-joint; 
blunt dissection carried over the top of the femur 
beneath the upper cul-de-sac joining the two in- 
cisions; a small saw-blade or carpenter’s coping saw 
(see figure); at B the angle of the cut is changed 








Carpenters Coping Saw 
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and a saw-cut made to D. The saw is then dis- 
engaged from the jaws of the instrument and a 
fresh saw is passed over the top of the bone and 
engaged in the jaws. A second saw-cut is then made 
in the direction of CD to join the saw left for pur- 
poses of orientation. The quadrilateral portion of 
bone being now entirely free (ABCD) it is pushed 
out through one of the incisions and the leg straight- 
ened. The line BD is opposed to line CD, with the 
lip of the condyle along line EC extending over the 
top of the proximal portion of the femur, thus pre- 
venting backward displacement of the condyles. 

The advantages of the operation are: (1) Simplic- 
ity of performance; (2) avoidance of injury to the 
upper cul-de-sac of knee-joint and impossibility of 
common backward displacement of the lower end of 
the femur. 


Eloesser, L.: Implantation of Joints. Calif. St. J. 
Med., 1913, xi, 485. By Surg., Gynec. & Obst. 
The author cites two cases of implantation of 
joints, reviews briefly the literature, and discusses 
the question of regeneration of bone. 

In his first case of ankylosis of the ankle, following 
resection of the astragalus, he exposed the joint, 
resected the malleoli, and gouged out a space in the 
os calcis to receive the graft. Portions of the tibia, 
fibula, and astragalus were removed from a cadaver, 
and preserved in Ringer’s solution until negative 
blood examinations were obtained; seven weeks 
after operation, suppuration persisted and amputa- 
tion was done. 

The preserved specimen showed a firm fibrous 
union of the tibial portion of the graft, and around 
the bones was a mass of callus thrown out by the 
remnants of the patient’s tibial periosteum which 
surrounded the implanted joint. 

The second case was one of ankylosis at the base 
of the ring finger. An implant was made 60 hours 
after the death of the donor; the wound has healed, 
and, as a result, the patient has 35 degrees active 
and 60 degrees passive motion in the joint; there is 
a firm bony union. 

The author’s conclusions are best given in his 
own words: 

“, Implantation of joints is a feasible and 
useful procedure. 

“5. Much of the implanted bone becomes necrot- 
ic; it is not shed, however, but amalgamates and is 
absorbed and replaced by living bone. 

“3. A small part of the implanted bone remains 
alive, viz., the superficial inner and outer layers. 

‘4. Much of the implanted periosteum and end- 
osteum remains alive, and is probably the source 
of the new bone. 

“5. A subsequent arthritis deformans does not 
seem to develop in the new joints. 

“6. The fresh cadaver is the most practicable 
source of material. 

“>. Only fresh cadavers of patients who have 
died suddenly of a non-infectious disease should be 
used. 
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**8. Absence of infectiousness should be assured 
by bacteriological and serological tests.” 
IsmoreE COHN. 


Magruder, E. P.: Infantile Paralysis Affecting the 
Lower Extremities; Its Surgical Treatment 
and Possibilities of Cure: A Preliminary Report. 
J. Am. M. Ass., 1913, Ixi, 1705. 

By Surg., Gynec. & Obst. 

The author reports the operation and _ after- 
treatment in a case of anterior poliomyelitis, pre- 
senting a complete paralysis of the entire right lower 
extremity, except for a slight tonicity of the biceps 
muscle. The operation consisted in transplantation 
of the biceps into the patella and a double fixation 
of the ankle-joint, by means of three screws. ‘‘ With 
the foot in the corrected position at right angles to 
the leg, one screw was passed through the external 
malleolus, astragalus, and calcaneus, another through 
the internal malleolus almost at right angles to the 
first, while a third screw was passed through the 
scaphoid and cuboid, fixing the key of the arch of 
the foot. The head of the femur was returned to 
the acetabulum and a plaster of Paris cast snugly 
applied from the foot to the costal margins and 
allowed to remain on for six weeks. The wounds 
healed by first intention.” 

Following this procedure a long course of patient, 
persistent efforts at functional use was carried out 
and now the patient can walk as far as 50 feet with- 
out supports of any kind. 

The author believes that fixation of the ankle by 
this method is a valuable substitute for arthrodesis, 
much less destructive of tissue, quicker in result, 
surer, and simpler. Moreover, the screws can be 
removed when sufficient strength has returned, 
thus restoring in part the integrity of the ankle- 
joint. Paut P. Swett. 


ORTHOPEDICS IN GENERAL 


Mayer, L.: Paralysis of the Quadriceps Femoris: 
A Clinical Study of the Paralysis and Discus- 
sion of the Mechanical Principles Involved. 
Am. J. Surg., 1913, Xxvii, 441. 

By Surg., Gynec. & Obst. 


The author takes exception to the opinions of 
Volkmann and Hoffa that quadriceps paralysis 
invariably leads to genu recurvatum and to the 
opinion of Duchenne and Oppenheim that a patient 
thus paralyzed is unable to stand with knees flexed. 
To prove this contention, Mayer has made a model 
representing the mechanical conditions present in 
quadriceps paralysis and he is able to balance this 
model with the parts in a position of flexion at 
ankle, knee, and hip. He has also taken cinema- 
tographic photographs of a patient with quadriceps 
paralysis, showing the patient walking, climbing 
stairs, and rising from a sitting position. These 
show that the action of the quadriceps can be re- 
placed to a great extent by the weight of the body, 
provided the other muscles of the thigh and leg are 
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well developed and properly coérdinated. A 
moderate degree of equinus position aids in this 
extensor effect of the body, by bringing its center 
of gravity posterior to the new fulcrum — the 
heads of the metatarsals — thus established. The 
gluteus maximus and the soleus act directly as 
extensors of the knee by drawing the thigh and calf 
backward. These facts, the author claims, provide 
contra-indication to operation for an_ isolated 
paralysis of the quadriceps extensor. 
Geo. I. BAUMAN. 


Geist, E. S.: The Etiology, Diagnosis, and Treat- 
ment of Weak-Foot and Similar Conditions. 

St. Paul M. J., 1913, xv, 596. 
By Surg., Gynec. & Obst. 

The author gives the etiology of muscular im- 
balance of the common static weak-foot as being 
due to ill-fitting shoes, callosities, ingrowing nails, 
faulty posture, hard modern floors, muscular weak- 
ness resulting from illness and lack of exercise, and 
deformity. He treats these conditions by the select- 
ive use of various exercises, Thomas’ heel, Ochsner 
strapping, elevated inner sides of shoes, appropriate 
shoes, and a modified celluloid brace. He also calls 
attention to the promiscuous use of arches in all 
cases presenting foot trouble. 

In discussing those conditions which simulate 
weak-foot, i.e., Morton’s foot, calcaneal spurs, 
tuberculosis, foreign bodies, accessory bones, vari- 
cose veins, fractures, arteriosclerosis, endarteritis 
obliterans, and multiple arthritis, the author lays 
especial emphasis on the use of the X-ray, as an 
aid in diagnosis. H. W. MEVERDING. 


Whitman, R.: The Importance of Positive Support 
in the Curative Treatment of Weak Feet; and 
Comparison of the Means Employed to Assure 
It. Am. J. Orth. Surg., 1913, xi, 215. 

By Surg., Gynec. & Obst, 
The primary disability of so-called flat-foot is a 
lateral distortion, the lowered arch being secondary. 

There is a passive attitude of abduction, which is 

characteristic of all weak feet; the cure then is 

rationally a substitution of normal attitude. For 
children, support is necessary because the coépera- 
tion of the patient can not be had. The brace for 
weak feet is, as used by the author, an instrument 
of precision; the cast over which the brace is made 
is taken with the foot lying on its outer border, the 
weight of the limb in this position correcting the 
abduction. The inner flange of the brace rises above 
the astragaloscaphoid articulation; while the outer 
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Venable, C. S.: Bone Implantation in Pott’s 
Disease. Tex. St. J. Med., 1913, ix, 246. 

By Surg., Gynec. & Obst. 

_The author briefly describes the invasion, pre- 

disposing causes, and pathology of Pott’s disease, 
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flange, which is lower, extends from behind the 
posterior tubercle of the os alcis to a joint behind the 
base of the fifth metacarpal. The brace thus 
prevents lateral distortion; it is a positive support; 
it not only prevents deformity but the predisposition 
to it and enforces a proper attitude in walking. It 
differs from other plates in not being broad in front 
and not enclosing the heel. It is made of unyielding 
metal. A necessary accompaniment is a properly 
fitted shoe which will tend to throw the weight out- 
ward instead of inward. Treatment by gymnastics 
is ineffective unless deformity is restrained. A 
positive brace is applied to hasten a permanent 
cure and enable the patient to dispense with all 
support. W. A. CLARK. 


Davis, G. C.: The Treatment of Hollow-Foot: 
Pes Cavus. Am. J. Orth. Surg., 1913, xi, 231. 
By Surg., Gynec. & Obst. 


The main characteristic of hollow-foot is elevation 
of the arch. There are two varieties: paralytic and 
non-paralytic. 

For the paralytic cases there is no standard of 
treatment applicable to all cases. Operative treat- 
ment is to be undertaken only after conservative 
treatment, two to five years after the initial attack, 
the aim being to support the anterior part of the 
foot and depress the arch. To accomplish this, a 
steel-shanked shoe with double strap over the insole 
may be used. In equinus, tenotomy of the achilles 
suffices. For calcaneus it may be necessary, in 
addition to tenotomy of the plantar fascia, to trans- 
plant the tendons of the posterior tibial and the 
peroncei to the os calcis. The opération of Forbes, 
transplantation of the extensor longus hallucis to 
the head of the first metatarsal, may be necessary 
to hold up the ball of the foot. 

Procedures necessary in the treatment of the non- 
paralytic type are: tenotomy of the plantar fascia 
and tendon of the flexor longus hallucis, lowering 
of the elevated arch by instrumental means, wearing 
of steel-shanked shoes with a strap across the instep. 

In case of complete paralysis of the calf muscles, 
extreme calcaneus, and flail-foot, the Whitman 
astragalectomy, or the more complicated osteotomy 
of Jones, should be done. The author describes the 
technique of his own operation for this condition, 
which differs from both of these. He makes a 
transverse horizontal section of the tarsus through 
the subastragaloid joint, then pushes the foot back- 
ward and the leg forward, holding it in that position 
in plaster for eight weeks. W. A. CiarK. 


COLUMN AND CORD 


and with some detail discusses the typical Albée 
operation. 

In a short report of one case, the usual pre- 
disposing causes, as tubercular parentage, faulty 
nutrition, the exanthema and direct cause, and the 
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tubercle bacilli lodging in fertile soil, are all men- 
tioned. 

The anatomy of the blood supply and the forma- 
tion of the vertebra, with the pathology and prog- 
ress of a typical tubercular process with nature’s 
attempt at repair, is also covered. 

The author states that absolute rest is the essen- 
tial in the cure of this disease, and has been the key- 
note of all treatment since the disease was described 
by Pott, but he believes that the so-called classical 
treatment of rest in bed, decubitus and extension, 
corsets and other mechanical devices, with the 
object of fixation of the diseased area, has not been 
satisfactory. 


SURGERY OF THE 


Lippens: Luxation of the Ulnar Nerve (La luxation 
du nerf cubital). Bull. de l’ass. med. belge d. accid. 
du travail, 1913, x, No. 2. By Journal de Chirurgie. 


The ulnar nerve is the only one in the body that 
can be dislocated. At the elbow it lies in the bottom 
of a groove formed by the internal condyle inside 
and the olecranon outside. It passes between the 
two heads of the flexor carpi ulnaris muscle. It is, 
moreover, kept in place by a transverse fibrous band 
extending from the olecranon to the internal condyle. 
As the result of a fall, a violent effort, or an injury, 
which may be insignificant, one of the muscular 
bundles of the flexor carpi ulnaris or the fibrous band 
may be stretched or torn. Then the nerve is not 
held firmly in its groove. Every time the patient 
flexes his forearm on his arm quickly the nerve passes 
in front of the internal condyle. It is an intermittent 
dislocation and it is surprising that it does not take 
place oftener when we consider the frequency of 
injuries to the elbow. But in addition to the im- 
mediate cause there must be a predisposing cause in 
the shape of inefficiency of the natural means of 
holding the nerve in place. Incomplete develop- 
ment of the internal condyle is as important from 
this point of view as absence of the fibrous band. 

The symptoms do not leave any doubt as to the 
nature of the atfection. The nerve is displaced with 
every flexion of the forearm and there is severe pain 
in the region supplied by it. The continual irritation 
of the nerve finally causes neuritis, which may lead 
to serious consequences if not treated in time. The 
treatment consists in exposing the nerve and making 
a new sheath, either from the periosteum of the 
olecranon and internal condyle or from the neighbor- 
ing aponeurosis. 

Lippens had a case in a workman as a result of a 
fallon the elbow. At the first operation he detached 
the periosteum from the internal condyle and 
sutured it over the nerve to the tendon of the triceps. 
There was recurrence and the second time he de- 
tached the periosteum from the olecranon and 
sutured it to that of the internal condyle. This re- 
sulted in complete recovery. J. Dumont. 
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The typical Albée operation is described in some 
detail; the spines above and below the diseased 
area are exposed and split, and a wedge from the 
tibia inserted and sutured, and the wounds closed. 
Following this, mechanical effects are noted at 
once, and only rest in bed, the patient being allowed 
to move from side to side, with the usual general 
hygienic measures, is all that is needed. 

No mechanical support is used, and recovery is 
uncomplicated, and the repair progressive. 

A report is given of a tailor, who had been unable 
to work for eighteen months, because of pain, but 
who was able to return to work after fourteen weeks 
from the date of operation. C. C. CHATTERTON. 


NERVOUS SYSTEM 


Perekropoff, A. J.: The Regeneration of Nerves 
by Uniting the Ends with Blood-Vessel Tubes 
(Die Regeneration von Nervendefekten bei Vereini- 
gung der Enden durch Gefassréhren (Arterien und 
Venen). Ann. d. k. Univ. Kasan, 1913, |xxx, 1. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The great experimental work of this author, 
which has been published also as a dissertation 
(Kasan, 1913), was carried out on dogs. After 
resecting pieces of the sciatic and tibial nerves, 1, 
1%, and 2 cm. long, the gaps were filled in with 
arteries and veins, and the process of regeneration, 
especially the method of penetration of the nerve 
fibers, was studied. The literature of nerve suture 
is treated in detail, and cases are cited in which the 
attempt was made to protect the nerve suture with 
blood-vessel tubes (Foramitti, Hashimoto, Tokuoka, 
Treutlein, Spitzy, Von Eiselsberg, Lexer, Wrede, 
and others). 

The author’s own cases include 37 experiments 
on 28 dogs; ten experiments were on the sciatic 
nerve and 27 on the tibial — four times the carotid 
artery of the same dog was used. Veins were used 
in 33 experiments, the jugular being used, either 
fresh or prepared by Foramitti’s method, in ten 
experiments. The suturing was done with the 
finest silk and catgut. The duration of the experi- 
ments was 15 to 377 days. The specimens for 
microscopical examination were prepared by Ramén 
y Cajal’s method, and colored by Weigert’s and 
Von Gieson’s stain. 

On the ground of his experiments and the micro- 
scopical pictures, the author comes to the following 
conclusions: The regeneration of the peripheral end 
of the nerve takes place as a result of the nerve fibers 
of the central end growing through the blood-vessel. 
The peripheral end and spliced pieces of nerve do 
not influence the growth of the fibers in the sense 
of neurotropism, but only serve to point out the 
direction of growth. The vessel tubes of the arteries 
and veins are suitable material for uniting the ends 
of nerves; the arteries are absorbed very slowly. 
Fresh vessels of the same animal are to be preferred 
to prepared vessels. 














GENERAL SURGERY —SURGERY OF SKIN AND APPENDAGES 


The veins are more convenient to use for material 
than the arteries. The vessels are not only adapted 
for uniting widely separated ends of nerves, but 
they are a good protective material in nerve suture 
and neurolysis. The nerve fibers grow through the 
lumen of the vessel and provide the peripheral end 
with axis cylinders, even when it is two or three cm. 
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away. The growth of the nerve fibers is hindered 
by blood-clots and connective-tissue formation. 
The vessel tubes are very well adapted to uniting 
small nerves; in this case the ends of the nerves 
only have to be inserted into the lumen of the vessel. 
The best suture material for nerves is catgut. De- 
tailed case histories conclude the work. 
SCHAACK. 


DISEASES AND SURGERY OF THE SKIN, FASCIA, APPENDAGES 


Kirschner, M.: Present Status and Prospects of 
Autoplastic Transplantation of Fascia (Der 
gegenwirtige Stand und die nichsten Aussichten 
der autoplastischen freien Fascien-Ubertragung). 
Beitr. z. klin. Chir., 1913, |xxxvi, 5. 


By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Fascia transplantation, which has had the most 
practical success of any of the modern attempts at 
transplantation, is reviewed critically by the author, 
who has a large amount of material of his own to 
report and numerous cases from the literature. The 
essential point in successful transplantation of fascia 
is that the transplant should take without any 
inflammatory reaction. At rest, as well as when in 
functional activity, the autoplastic transplant shows 
a tendency to live and ‘become incorporated with 
the neighboring connective tissue, even if it has 
been impossible to carry out absolute asepsis. 

Some surprising results have been obtained in the 
covering over of infected cavities. The transplanted 
fascia undergoes changes, such as swelling and 
vascularization; it may be transformed into con- 
nective-tissue callus or fatty tissue; often, however, 
it lives in its normal condition. A necessary condi- 
tion for good results is that the transplantation 
should be autoplastic, in opposition to the opinion 
of Rehn, who recommends homoplastic transplanta- 
tion. Fascia has the advantage over other kinds of 
material, such as peritoneum and periosteum, that 
it is easier to obtain and gives greater firmness. 

In the special section Kirschner discusses the use 
of fascia lata to form artificial tendons. He 
points out the difficulty of securing firmness with 
the ordinary tendon-suture, the limited possibilities 
of bridging over a gap by autoplastic transplanta- 
tion of the tendon of the palmaris longus, and the 
insecurity of the artificial replacement of a tendon 
by silk. All these disadvantages are overcome by the 
use of fascia lata. It can be used in the following 
various ways: 

1. In the form of a cuff to strengthen the suture 
where broad ends of tendons are brought together. 

2. For bridging over a large gap, by being rolled 
around the stump of the tendon and sutured. In 
this way a vital union of the fascia is obtained 
which is not in danger of being torn out unless it is 
placed under great tension, and so its functional 
activity can be resumed early. This renders secon- 
dary adhesions to the surrounding tissues impossible 
and insures the motility of the tendon. According 





to the cases reported, early motion seems essential, 
even if there is slight infection. An artificial sheath 
of fascia may be put around the saphenous vein 
to insure its moving smoothly. 

3. For the correction of paralyses of the facial 
muscles: (a) In Pagenstecher’s operation in ptosis, 
a strip of fascia is inserted subcutaneously between 
the occipitofrontalis and the upper lid and by lifting 
up the lid the normal correcture is obtained. (0) 
To overcome paralysis of the facial nerve, a band 
of fascia, arched anteriorly so as to include a large 
extent of tissue, is drawn through the soft parts of 
the paralyzed angle of the mouth; the two ends are 
drawn over and under the zygomatic arch and 
sutured so that the angle of the mouth is held in 
the desired position. 

4. To replace ligaments of joints: (a) In the 
treatment of flat-foot when it is in the position of 
pronation, the tuberosity of the navicular bone is 
fastened to the internal malleolus with a strip of 
fascia, and in this way the foot is fixed in a position 
of supination. The author opposes Katzenstein’s 
method of using periosteum in this way. Both 
methods must, of course, find their justification 
in the permanent results obtained. Even though 
the firmness of fascia is sevén times as great as that 
of periosteum, an absolutely permanent fixation is 
by no means assured. The use of bands of fascia 
in the treatment of dislocation of the fibula seems 
feasible. The torn retinaculum of the fibula is 
sutured and strengthened by a strip of fascia applied 
over it. In the same way the torn capsule of the 
knee-joint may be strengthened by superimposed 
flaps of fascia. 

5. Paralysis of the serratus may be corrected by 
uniting the lower angle of the scapula with the rib 
below it. The procedure is the same in paralysis 
of the trapezius. It is not clear, however, what 
advantage there is in transplanting fascia in a 
location where functionally active muscle could 
generally be made use of. There is a special indi- 
cation for fascia transplantation in Kirschner’s 
method for juvenile muscular dystrophy of the 
shoulder girdle, because this disease involves several 
muscles and it is not possible to replace them by 
functionating muscle. 

6. In the treatment of habitual dislocation of 
the shoulder the author recommends a band of fascia 
3/20 cm. long, under the deltoid and over the capsule 
of the shoulder-joint. 
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7. For fixation of entire glandular organs, such 
as the kidney and testicle. 

8. To close the cavity of the stomach and 
intestine and for the treatment of rectal prolapse in 
the form of Thiersch’s ring. A large field for its 
use is found in the closure of hernias in the region 
of the umbilicus, the linea alba, and the lateral 
abdominal wall. In such cases the fascia can be 
sutured over the gap and bridges it over more 
advantageously than any other known material. 
The same thing is true in the inguinal canal when 
anatomical conditions render Bassini’s operation 
difficult. In femoral hernias Kirschner recommends 
a long strip of fascia as a tampon behind the hernial 
sac which has been tied off and between the peri- 
toneum and the femoral fascia, to stop up the hernial 
canal below the suture. 

Large flat flaps of fascia can be used to close up 
openings in the thorax so that they are air-tight 
after the removal of large tumors, for instance. The 
skin is sutured over the fascia. The fascia is resist- 
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ant to variations in pressure. Fascia flaps may be 
used to close up defects in the dura. In this location 
the fascia has the capacity for closing up the dura 
so as to prevent the escape of cerebrospinal fluid 
and the entrance of infection, and of preventing 
secondary prolapse of the brain. 

Kirschner reports 46 cases; there was healing by 
first intention in all cases, and he has exact details 
in regard to 30 of them. He had excellent results 
in the use of fascia to replace the dura in fresh 
traumatic injuries in three cases. Whether the 
fascia forms adhesions with the pia and the brain is 
not yet definitely determined, but there are several 
ways in which it may occasionally be used: As a 
sheath to surround and strengthen a blood-vessel 
suture, to strengthen the walls of an aneurism, to 
strengthen intestinal or urethral sutures, and to close 
up vesicovaginal fistula, to close cavities in mucous 
membrane, and for interposition in mobilizing 
ankylosed joints. Hotz. 


MISCELLANEOUS 


CLINICAL ENTITIES —- TUMORS, ULCERS, 
ABSCESSES, ETC. 


Bloodgood, J. C.: Control of Cancer. J. Am. M. 
Ass., 1913, Ixi, 2283. By Surg., Gynec. & Obst. 
The number of cures of cancer can be increased by 
earlier intervention and better surgery. Statistics 
as to the percentages of cure of the various forms 
and stages of cancer can be furnished by the records 
of the great clinics of this country, in which the 
cases are carefully checked up by pathological 
examination. The records show that the per- 
centage of cures in the fully developed cancer is 
relatively small, and is smaller when the diagnosis 
can be made clinically than when it can be made only 
histologically. In cancer of the breast, the pro- 
portion of cures after five years in cases that can be 
recognized clinically by retracted nipple or adherent 
skin is about 25 per cent; of those that can be 
recognized only by gross appearance, on section, 
or by the microscope, it is 80 per cent. 

In the control of cancer, both the ranks of the 
profession and the people must be taught the im- 
portance of eradicating the disease while it is still 
clinically benign. The old method of waiting for 
the signs of cancer simply means decreasing the 
probability of a cure. Among 820 pathologically 
fully developed cancers of the skin and visible 
mucous membranes, Bloodgood was unable to 
find the absence of a previous defect which might be 
looked on as a benign precancerous lesion. Of 997 
epithelial tumors of the skin and visible mucous 
membranes, 173 were histologically benign, and 
there was not a single failure to cure in this latter 
group. The actual proportion of these lesions has 
increased from 17 to 39 per cent, in two years. 


We have not to-day the figures to prove that the 
routine and proper removal of these benign so- 
called precancerous lesions will reduce the number 
of deaths from cancer, but the recent evidence is 
suggestive. More operations will be done for the 
precancerous lesions and in the early stage of 
cancer that.is not yet clinically recognizable, with 
probability of cure, fewer cases will thus present 
themselves with inoperable cancer. In internal 
cancer, it is more difficult to recognize the pre- 
cancerous lesion, and, until this is done, we cannot 
hope to increase greatly the percentage of cures. 

The author believes that greater uniformity must 
be established in the treatment of cancer in the 
different localizations; the diagnosis must be made 
at the exploration of the tumor, and, in cases of 
—_ the complete operation for cancer must be 

one. 

Patients with malignant disease present them- 
selves for aid in the following six groups: 

1. Hopeless and inoperable cases, in which there 
is no hope even for the palliation of the symptoms 
by any operation. 

2. Inoperable and hopeless, in which cases, 
attempts to relieve pain and prolong life by some 
operative procedure may be made. 

3. Clinically malignant and apparently operable 
cases, in which at operation the disease is found to 
have extended beyond possible removal with knife 
or cautery. 

These three groups represent inoperable cancer, 
and up to the present time have been incurable. 
The hopeless condition is often due to delay and 
procrastination by patient and physician, and 
it is sometimes increased by inadequate interven- 
tion at the most favorable time. 
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The patients with operable malignant disease 
may be divided into the foliowing groups: 

1. Clinically malignant cases, in which clinical 
symptoms have developed which indicate malig- 
nancy as definitely as the microscope. 

2. Clinically benign, in which the lesions exhibit 
none of the symptoms associated with malignancy, 
the nature of the disease being revealed either at 
the operation or microscopically. 

3. The precancerous lesion, in which undoubt- 
edly the hope for the almost complete eradication 
of cancer rests on the recognition and complete 
eradication of the precancerous lesion, whatever it 
may be. 

The final argument in favor of surgical treatment 
in the precancerous or in the very early malignant 
stage is that the expense of treatment is little, 
either to the hospital or to the patient, and the 
period of disability is short. Rosert H. Ivy. 


Teuffel, R.: Kraurosis and Cancroid (Kraurosis und 
Cancroid). ee f. Gyndk., 1913, XXxxvii, 998. 
By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


The author presents a brief histological descrip- 
tion of a case of kraurosis and cancroid in which the 
inflammatory process of the kraurosis brought 
about a marked decrease in the amount of carcino- 
matous tissue and a profuse pearl formation. The 
author considers this change analogous to that seen 
after radiotherapeutic treatment. VASSMER. 


Musgrave, W. E., and Sison, A. G.: Acute Malig- 
nant Glanders in Man. Philippine J. Sc., 1913, 
viii, 385. By Surg., Gynec. & Obst. 

The authors report two cases and abstract two 

previously reported cases of glanders in man which 
ran a rapidly fatal course. The diagnosis was 
established beyond question of a doubt in all cases. 
The disease is characterized by a general infection 
with the bacillus mallet. The period of incuba- 
tion is unknown. The onset is usually sud- 
den with a chill or chilly sensations, with fever 
and indefinite aching pains similar to those of 
dengue. The joints rapidly become swollen and 
painful and go on to suppuration. The lymphatic 
glands also become swollen and painful, and, in case 
the patient lives long enough, break down and form 
open ulcers. The skin lesions, which are quite 
characteristic, usually begin to make their appear- 
ance four to seven days after the onset of the 
disease. The lesions are, first, simple superficial 
papules which rapidly enlarge, become vesicles, 
then pustules, and finally break down to form an 
open ulcer. That the diagnosis, which is relatively 
easy to make both clinically and culturally, is 
frequently not made during life and rarely during the 
early stages of the disease, the authors attribute to 
the fact that the disease is so rare that it is not kept 
in mind as a possibility. 

The diseases most often confused with glanders 
are dengue fever, acute rheumatic fever, and some 
skin diseases. The first should always be rec- 
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ognized by its characteristic blood picture. The 
second is more difficult to distinguish until joint 
suppuration or the characteristic skin lesions make 
the diagnosis of glanders clear. The pronounced 
constitutional symptoms in glanders should always 
serve to distinguish it from skin diseases. The 
prognosis in acute malignant glanders is bad and 
there is no known treatment that influences the 
course of the disease. BARNEY Brooks. 


SERA, VACCINES, AND FERMENTS 


Ball, C. F.: Abderhalden’s Serodiagnosis of Cancer 
and Pregnancy. JN. Y. M.J., 1913, cx, 1240. 
By Surg., Gynec. & Obst. 

Ball presents a review of the literature relating to 
the diagnosis of pregnancy by the Abderhalden 
technique with especial emphasis on the possibility 
of its application to the diagnosis of cancer. While 
believing that sufficient work has not been done to 
allow a positive statement, he thinks that “‘it is 
at least safe to say that there has been no test 
previously devised that runs so positive to a known 
condition of malignancy, with so high a percentage 
of positive results; further, there is no test that 
runs so uniformly negative to all other conditions.” 

A review of the literature on the miostagmin 
reaction of Ascoli, the Kelling haemolytic test, and 
Von Dungern’s complement-deviation test shows 
more favorable percentages in the diagnosis of 
malignancy with the Abderhalden serum test. ‘To 
demonstrate the value of the Abderhalden test in 
diagnosing pregnancy, the author presents ‘‘ab- 
stracts of over two thousand cases,” reported by 
various observers. 

In his own cases, using tissue from a lympho- 
sarcoma involving the retroperitoneal glands with 
the sera of the patients, the author obtained positive 
results in three cases known to be malignant, and 
negative results in two doubtful cases. He reports 
three cases having a double ferment, reacting 
positively with both placental and tumor tissue, 
two parturients and one, a male, with papilloma 
of the bladder. Seven pregnant cases reacted 
positively with placental tissue, negatively with 
the malignant tissue. With the exceptions noted 
above, all the malignant cases gave a negative 
reaction with placental tissue. 

He suggests the possibility of being able to 
differentiate the kind of tissues involved by ob- 
taining reactions with the proteids from different 
forms of malignancy. Using a sarcoma proteid 
he obtained reactions differing from those obtained 
with a proteid prepared from an epithelioma of the 
cervix. With the latter, ‘‘ pregnant conditions would 
apparently give the malignancy reaction in cases 
knewn not to be malignant, probably because of 
the ability of the pregnant ferment to digest uterine 
tissue as well as placental tissue.”’ 

He emphasizes “‘(1) the desirability of always 
working with at least two kinds of tissue, one of 
these necessarily to be carefully prepared placenta; 
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(2) the necessity of designating the kind of material 
used in all experimental work when other than 
placental tissue is used; (3) the advisability of asso- 
ciating this test with experimental tumor trans- 
plantations in animals; and (4) further experimental 
work directed toward eliminating, if possible, all 
sources of error in the present technique.” 
D. H. Boyp. 


Pearce, R. M.: The Scientific Basis for Vaccine 
Therapy. J. Am. M. Ass., 1913, Ixi, 2115. 
By Surg., Gynec. & Obst. 

Pearce gives a very generalized argument for the 
placing of prophylactic vaccination for infectious 
diseases on a scientific basis. He argues in a 
similar fashion that, although curative vaccination 
has no sound scientific basis, the general principles 
of immunity and clinical observation offer a plaus- 
ible explanation for the treatment of chronic in- 
fections and “‘carriers.””’ He shows that the curative 
vaccination has no basis in the acute self-limited 
diseases and is purely experimental, and that the 
only proper method of vaccination is with the 
autogenous variety of vaccines.” 

To place therapeutic vaccination on a scientific 
basis it is necessary to study the individual and his 
infection, and the author suggests that it would be 
well for the clinical worker with vaccines to re- 
member the assertion of Wright that the man to 
check off the clinician and aid him in his investiga- 
tion ‘‘should be a man who has spent years of 
study in mastering the technique and learning how 
to make the vaccines, where to look for the microbes, 
how to isolate them, and, most of all, he should be 
a man with sufficient experience and ability to 
apply all these things.” DonaLp Gorpon. 


BLOOD 


Gozony, L.: The Serologic Difference Between 
Maternal and Feetal Blood-Serum (Uber sero- 
logische Unterschiede zwischen miitterlichem und 
fotalem Blutserum). Zischr. f. Immunitalsforsch., 
1913, XiX, 172. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

In common with Sachs, Ryrosch, Kopf, and 

others, Gézony found that the foetal serum of the 
guinea pig did not contain either a hemolytic or a 
bactericidal complement. In foetal rabbit and pig 
sera the hemolytic complement was lacking, but 
these sera showed almost as much _ bactericidal 
strength as the maternal serum. This shows that 
in rabbit serum different substances cause hemolysis 
and destruction of bacteria. Hao. 


Voegtlin, C., and Macht, D. I.: Isolation of a 
New Vasoconstrictor Substance from the 
Blood and the Adrenal Cortex; Presence of 
the Substance in the Blood and Its Action 
on the Cardiovascular Apparatus. J. Am. M. 
Ass., 1913, Ixi, 2136. By Surg., Gynec. & Obst. 


The authors have isolated a new vasoconstrictor 
substance from the blood. 


The work was suggested 
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by some investigations on dehepatized dogs, some 
years ago, where the Ecker’s fistula had been used 
to exclude the liver. Dogs so treated manifested 
a train of symptoms resembling those of poisoning 
by the digitalis-like bodies; i. e., high blood-pres- 
sure, marked cardiac stimulation, and final stop- 
page of the heart in systole. 

From defibrinated human, ox, and pig blood and 
serum, they isolated, by a process of their own, a 
white crystalline substance. This substance is 
sparingly soluble in water, freely soluble in chloro- 
form and acetone, hot ethyl alcohol, and other 
organic solvents. 

The study of the action of this substance on the 
blood-vessels and hearts of warm and cold-blooded 
animals showed that 1/300 mg. produced a marked 
effect of constriction of the vessels of the frog’s 
hind legs, by Trendelenburg’s method; and of the 
rabbit’s ear by the method of Pissensski. Small 
quantities acted on the hearts of the frog, terrapin, 
and toad in a manner similar to the digitalis bodies; 
there was first marked increase in force and con- 
traction of the ventricle with increase of tone and 
volume output of heart muscle. Strong solutions 
produced irregularity of the beat, marked slowing 
and tendency to systolic standstill, with decreased 
volume output during this period. This effect was 
more apparent in injured hearts or those known to 
be in poor condition at the beginning of the exper- 
iment. 

It was found that the quantity of extract corre- 
sponding to one ccm. of human blood, when diluted 
with 500 ccm. of Locke’s solution was sufficient to 
produce a very marked constriction of the rabbit’s 
blood-vessels. 

The substance was also isolated from blood plasma 
and red cells. The recent studies of O’Connor, 
Stewart, Zucker, and others have shown con- 
clusively that systemic blood, with the exception of 
blood from the renal vein, does not contain epine- 
phrin, and other constrictor substances in the blood 
have been suggested. 

The authors conclude, after a study of its physi- 
cal, chemical, and physiological properties, that it 
is a substance with different pharmacological prop- 
erties than that of epinephrin. 

The method of preparation definitely excludes its 
being epinephrin. A sufficient quantity has not 
been isolated by them to make a complete chemical 
analysis. The physical and chemical properties 
so far determined for the body seem to point to 
its relation to chlolesterin on one hand and cortex 
of adrenal on the other. 

A study of adrenal cortex extract was made and 
its pharmacological action was identical, in so far 
as it was studied, with the crystaline body described 
as having been isolated from blood and sera. As 
none of the physiological properties of the substance 
were changed by boiling with weak alkalies, the 
possibility of it being epinephrin was positively 
excluded, the latter being a product of the suprarenal 
gland. The work is of especial interest, as the func- 
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tion of the adrenal cortex has been a mystery so 
far. DonaLtp Gorpon. 


Le Calvé, J.: Changes in the Blood after Con- 
striction of a Limb (Des modifications du sang 
aprés constriction d’un membre). J. de Physiol. et de 
Pathol. gén., 1913, XV, 1027. 

By Journal de Chirurgie. 

Le Calvé has done experimental work on the 
rabbit, and has studied the changes in the blood 
after constriction of a limb or part of a limb in the 
human subject as well. 

He chose a region rich in nerve fibers, where veins 
and lymphatics were abundant and where the blood 
channels were sufficiently deeply buried in the mus- 
cular masses so that they were not compressed by 
the ligature and permitted the access of blood. All 
these conditions were present in the calf; the ligature 
was placed a little above the protuberance of the 
gastrocnemii. It should be tied tight enough so 
that the subject feels engorgement and tingling, 
but not too tight, for the pulsation in the foot 
vessels should not be cut off. The blood is taken 
from the arm, under the usual conditions, both 
before and after the application of the ligature. 

This constriction of the calf, taken as an example, 
produces local and general effects. The local effects 
are insignificant: a little oedema and a little tur- 
gescence of the vessels of the region, which assumes 
a rosy or even a slightly cyanotic color. The 
general effects on the blood and on the circulation 
are very interesting The blood is dehydrated and 
becomes so concentrated that it will hardly flow 
through the needle. This property is particularly 
marked after a half-hour of constriction. Ten 
minutes after the ligature is removed the blood 
flows freely through the needle again. As a result 
of the dehydration, which comes from a transudation 
of a part of the serum into the interstitial spaces, 
the pressure is lowered, but rises again abruptly 
even to above the normal after the experiment. 
Dehydration is proved by the fact that the albumin 
increases very much under the influence of the lig- 
ature. The chlorides, however, pass with the water 
into the interstitial spaces, so that the chloride 
content of the blood is decreased, which is a fact of 
great importance. As soon as the ligature is re- 
moved the chlorides pass into the blood again. 

These experimental facts can be applied to human 
pathology. As the constriction conduces to coagula- 
tion of the blood, it may be used as a means of com- 
bating haemorrhage. 

The removal of the ligature causes the substances 
in the interstitial spaces to flow back into the blood 
current; therefore bleeding with the object of re- 
lieving intoxication should be performed after its 
removal. As constriction of a limb decreases pres- 
sure it is of service in cardiac cases. 

The decrease and increase in the chlorides on 
application and removal of the ligature explain the 
good results obtained in cases of Bright’s disease. 

PIERRE CRUET. 
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Ottenberg, R., and Kaliski, D. J.: Accidents in 
Transfusion; Their Prevention by Preliminary 
Blood Examination, Based on an Experience 
of One Hundred Twenty-Eight Transfusions. 
J. Am. M. Ass., 1913, xi, 2138. 

By Surg., Gynec. & Obst. 

The authors insist that accidents in transfusion 
due to the occurrence of hemolysis or agglutination 
of the donor’s blood by the patient’s serum, or vice 
versa, can be absolutely excluded by careful pre- 

liminary blood tests. They have encountered 17 

cases whose blood was actively hemolytic for 

several different donors. Non-hemolytic donors 
were eventually found in all but two; in these, 

hemolytic transfusions were tried, and in one, a 

severe, but not fatal, hematuria resulted. The 

other case died apparently from a phagocytosis of 
red cells by leucocytes in the circulating blood. 

They encountered three cases of reversed hemolysis; 

that is, hemolysis of patients’ cells by donors’ serum. 

They found three transfusions in which the serum 

of the patient was agglutinative to the cells of the 

donor; two were fatal with phagocytosis of red cells, 
and one had severe hematuria. Over 30 control 
observations on non-agglutinative and non-hemoly- 
tic transfusions failed to show any phagocytosis. 

The authors have seen four transfusions in which 

the serum of the donor was agglutinative to the cells 

of the patient without untoward effects. Febrile 
reactions occurred in about to per cent of the trans- 
fusions, likewise urticaria and other skin eruptions, 
irrespective of hemolysis or agglutination. 

Torr W. Harmer. 


BLOOD AND LYMPH VESSELS 


Von Heuss, R.: Ambulatory Treatment of Vari- 
cose Veins and Ulcers of the Leg, with Ad- 
hesive Piaster Bandages (Die ambulante Behand- 
lung des varikésen Symptomenkomplexes, insbeson- 
dere des Unterschenkelgeschwiires mit der Klebro- 
binde). Muainchen. med. Wchnschr., 1913, Ix, 2172. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Von Heuss has tested the treatment of varicose 
veins, dermatoses, and ulcerations of the leg with 
adhesive bandages on 350 cases for a number of 
years and recommends it very warmly. The effect 
of the bandage is due to continuous methodical 
pressure and also to the therapeutic action of the 
adhesive material. The bandage material is elastic; 
the adhesive matter does not irritate the skin, even 
when it is left on for long periods of time. If there 
is much secretion from the surface of the ulcers, the 
bandage can be left in position; it does not even need 
to be taken off for warm baths, etc., and is there- 
fore very economical. The active medicinal com- 
ponent of the adhesive material is a combination 
of lead in the form of litharge. As a result of the 
treatment, oedema and varices disappear, dermatoses 
heal, all sorts of ulcers, even indolent ulcers with 
indurated edges, are covered over with skin more or 
less quickly. The treatment is ambulatory; the 
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patients can be out of bed, and with care can go 

about their work. The results depend on a careful 

carrying out of the directions given in the article. 
De AHNA. 


Burdenko, N.: Ligation of the Portal Vein (Zur 
Frage der Unterbindung der Vena porte). Deutsche 
Zischr. f. Chir., 1913, CXXiv, 95. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

Three times in the course of the last five years 
the author has had the opportunity of observing the 
physiology of the portal vein in the human subject: 

First, in a case of gunshot injury of the liver the 

portal vein was compressed for only a short time 

during the operation. A severe reaction took place; 
the pulse immediately became thread-like, the pupils 
dilated, and death took place after eighteen hours. 

Second, in a case of extirpation of the kidney the 

inferior vena cava was severed. As an immediate 

union of the ends of the vessel was not possible, the 
cava was sewed into the portal vein and the latter 
compressed for half an hour. The pulse became 
weak, rose to 120, and then so high that it could 
not be counted, the pupils dilated, and the respira- 
tion was rapid. The intestine and all the other 
organs in the region of the root of the portal vein 
were very much congested, and the spleen was dis- 
tended. Death resulted after six hours. Third, 
in the case of a young man who had been sick for 
years it was decided that the swollen intra-abdom- 
inal lymph-glands were the cause of the ascites and 
they were removed. They were found to be firmly 
adherent to the portal vein, and the vessel wall was 
torn in such a way that suture was impossible. As 
the collateral circulation was well developed the 
vessel was ligated and the patient recovered. 
Experimental work by physiologists has shown 
that the portal vein can be ligated without danger 
to the life of the animal if there has previously been 
a series of firm artificial adhesions established be- 
tween the omentum and intestines and the abdom- 
inal wall. The author experimented with six an- 
imals, completely closing the portal vein not less 
than eight days after the preceding operation, and 
found that the animals died after fifteen minutes, 
at the most. He believes that the nervous system 
plays a predominant part in the production of the 
effect of ligation of the portal vein, and particularly 

a paralysis of the peripheral ganglia. He concludes, 

from his experiments, that a compression of the 

hepatoduodenal ligament and the portal vein, for a 

greater or less time, shows technical and anatomical 

results that correspond to the teachings of physiol- 
ogy. COLLEY. 


Oliver, J.: The Relation of Hodgkin’s Disease to 
Lymphosarcoma and Endothelioma. J. Med. 
Research, 1913, xxix, 209. By Surg., Gynec. & Obst. 

In this article the author again raises the question 
as to the nature of Hodgkin’s disease, whether it is 

a granulomatous or neoplastic process. He believes 


that a comparison of Hodgkin’s disease with the 
two universally admitted neoplastic affections of 


INTERNATIONAL ABSTRACT OF SURGERY 





the lymph-glands will throw some light on the 
nature of the former condition, and in this article 
he describes in detail the two affections, lympho- 
sarcoma and endothelioma, of whose neoplastic 
nature he believes there can be no doubt, and com- 
pares these findings with those of Hodgkin’s disease. 

He attempts to show that all constitute a series 
of neoplastic processes of the lymphatic glands 
which differ not so much qualitatively as quan- 
titatively. The material at his disposal was that 
collected in the Pathological Laboratory of Cooper 
Medical College and the Leland Stanford Junior 
University during the past 15 years, and consisted 
of 22 cases of lymphosarcoma, 11 cases of Hodgkin’s 
disease, and 13 endotheliomata. 

He first describes the histological processes pre- 
sented by the various diseases and reports in detail 
the findings in 7 cases of lymphosarcoma, 9 cases 
of endothelioma, and 5 cases of Hodgkin’s disease. 
A few striking points of similarity he calls particular 
attention to in reviewing the facts. First, that 
although not so regular in appearance the presence 
of eosinophiles and giant endothelial cells is found 
in the majority of the frankly neoplastic sarcoma; 
this fact he believes to be of more than casual sig- 
nificance. A still more striking appearance which 
he found is that of fibrous connective-tissue forma- 
tion, not only in advance of the invading process 
but in the substance of the tumor mass itself. As 
he states, the formation of fibrous connective tissue 
has been one of the main arguments for the gran- 
ulomatous-inflammatory theory of Hodgkin’s dis- 
ease, and its occurrence in lymphosarcoma has been 
denied by many writers. 

In the author’s present series, fibrous connective- 
tissue formation and the related occurrence of 
plasma cells is evident in all the specimens, though 
it is not so marked in the more malignant cases. 
He concludes his study as follows: 

1. Hodgkin’s disease must be classed with the 
lymphosarcomata and endotheliomata of the lymph- 
glands as a neoplastic process. The following facts 
compel this conclusion: 

(a) The similarity and, in cases, identity of the 

histological process. 

(6) The early and constant development of 

malignancy (invasion of capsule and veins). 

(c) The ultimate formation of true metastases, 

partly, at least, by the blood stream. 

2. The endotheliomata of the lymph-glands are 
of relatively frequent occurrence and may be classed 
as endothelioma medullare, endothelioma scirrho- 
sum and endothelioma cylindricum (Winigradow), 
or better by the classification of Ewing as diffuse, 
alveolar, and perivascular. GeorceE E. BErLsy. 


POISONS 
Churchman, J. W.: Cutaneous Manifestations of 
Septicemia. Am. J. M. Sc., 1913, cxlvi, 833. 
By Surg., Gynec. & Obst. 
The author discusses the predilection of some in- 
fections for some special parts of the body and the 


























comparative immunity of other parts from them, 
pointing out that we must look for some other 
explanation than a “rich or poor blood supply.” 
Recent observations with aniline dyes have shown 
very sensitive selective actions and have suggested 
that chemotropism may play a part in these pro- 
cesses. 

The following case is reported: A Pole, 59 years 
of age, had sustained a ragged lacerated scalp wound 
one week before admission to the hospital. The 
wound had been sutured by a physician, following 
which the patient went on a week’s drunk and when 
sent to the hospital had a temperature of 102.5°. 
The edges of the wound were found to be separated 
by necrotic tissue and the skull which could be 
explored by the finger was not fractured. Resonance 
on the right side of the back and axilla was impaired 
and coarse musical rales were heard throughout the 
right side. 

The temperature ranged around 102°, a delirium 
soon developed, and consolidation of the whole 
right lung was soon apparent. Cutaneous lesions, 
which were blebs upon hyperemic bases and filled 
with a clear fluid which soon became hemorrhagic, 
quickly developed upon the hands and feet. They 
were intracutaneous; one on a little finger looked 
as if a finger-cot had been drawn over the finger, 
with a sharp line of demarcation between the bleb 
and normal skin. 

The patient died of a streptococcic septicemia 
with double pneumonia, seventy-two hours after 
admission; the organisms were isolated in pure cul- 
ture from the blood and from the fluid of the blebs. 

The author further differentiates the lesions of a 
septicemia from the erythematous lesions, the popu- 
lar rashes, the urticarious, the hemorrhagic group, 
the vesicles, pustules, and pemphigoid emphons and 
herpes. H. A. Ports. 


SURGICAL THERAPEUTICS 


Barker, L. F., and Gibbes, J. H.: On the Treat- 
ment of Leukemia with Benzol. Bull. Johns 
Hopkins Hosp., 1913, xxiv, 363. 

By Surg., Gynec. & Obst. 

In July, 1912, Von Koranyi reported the first case 
of splenomyelogenous leukemia in the treatment of 
which benzol was used. He states that he was led 
to the institution of this therapy through the 
pharmacological effects of the chemical as illustrated 
in Selling’s experiments, i. e., an inhibition of the 
white-blood-corpuscle-forming organs and a neutral 
effect or a stimulant action upon the production of 
red blood-cells and hemoglobin. 

From his experience with the drug, Von Koranyi 
formulated the following conclusions: 

1. Benzol first tends to increase the white blood- 
cells, but shortly leads to an improvement in the 
leukemic condition. The fall in the white blood 
count usually begins at the end of the second week 
or at the beginning of the third week of therapy, the 
decrease at first being slow and then quite rapid. 


GENERAL SURGERY — MISCELLANEOUS 


































377 


The general condition of the patient is improved 
just as with X-rays and other forms of treatment. 

2. Benzol acts more slowly than X-rays, but some 
patients improve under its administration who do 
not respond to the usual therapy. Previous or 
concomitant applications of the X-ray seem to 
hasten the action of the new drug. 

3. The drug can be safely given in doses of 4 gm. 
daily, and its administration with equal parts of 
olive oil seems to lessen the tendency to produce 
unpleasant symptoms, such as heartburn, eructa- 
tions, and vertigo. 

4. Benzol seems to be efficacious in the treatment 
of polycythemia with splenic enlargement, one case 
showing a fall in red blood-cells from 9,000,000 to 
6,700,000, after three weeks of treatment. 

The rapid accumulation of new data on this 
subject has tended to confirm in almost every detail 
Von Koranyi’s original statements. Billings, of 
Chicago, has recently reported five cases in which he 
used benzol; four of his patients suffered from 
myelogenous leukemia, one of them from lymphatic 
leukemia. He notes essentially the same changes 
as reported by Von Koranyi, but draws attention to 
the entire disappearance of myelocytes from the 
blood in one of his patients, whose white count had 
been reduced from 191,000 to 3,600. Barker and 
Gibbes report a case of splenomyelogenous leu- 
kemia in a white male 57 years old, that responded 
in the usual manner to benzol therapy. The symp- 
toms which he considered as due to the spleno- 
myelogenous leukemia began approximately two 
months before his entrance to the hospital. They 
consisted of extreme nervousness, anorexia, insom- 
nia, and marked depression with feelings of general 
inefficiency. The physical examination was entirely 
negative. The blood picture showed: 

Red blood-cells 3,072,000 

White blood-cells 345,000 

Hb (Sahli) 65% 
Benzol was administered beginning with 2 gm. daily, 
the dose being increased 1 gm. each day until it had 
reached 5 gm., and was continued in that quantity 
for about ten weeks. Five days after the treatment 
was started the white blood-cells rose to 210,000; 
then they began to fall and after twelve weeks the 
white count had fallen to 10,200. Approximately 
seven weeks after the benzol treatment was discon- 
tinued his blood count was as follows: 


Red blood-cells 4,096,000 

White blood-cells 6,800 

Hb (Sahli) 76% 
GeEorRGE E. BEILsy. 


Braunstein, A.: Chemotherapeutic Treatment 
of Cancer with Selenium and Ilodomethylene 
Blue (Chemotherapeutische Versuche an Krebskrank- 
en mittels Selenjodmethylenblau). Berl. klin. 
Wcehnschr., 1913, |, 1102. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


The author reports favorable results in the 
treatment of cancer with intravenous injections of 
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colloidal selenium and the administration, at the 
same time, by mouth or rectum, of iodomethylene 
blue. The selenium made by the clinic of Paris 
was used, because of its property of increasing 
autolysis. Following the experiments of Wasser- 
mann-Keysser and Werner-Szecsi, the author wished 
to combine it with a non-toxic, easily diffusible 
substance and selected methylene blue, which had 
been proved by Ehrlich to fulfill both of these con- 
ditions. As iodine has an affinity for cancer-cells, 
he combined this also and at first gave a mixture of 
methylene blue o.1+ iodalbin 0.36 in capsules 
twice a day, but later used the copper iodomethylene 
blue of Gr. v. Linden. He treated 13 carcinomata 
and 5 sarcomata. Among all these he observed 
only partial and in some cases temporary results, 
but he accounts for this by the fact that they were 
all inoperable and far advanced. 

In early cases the author believes he can get 
better results and he recommends the method as 
a preventive treatment to avoid recurrence after 
operations. The results obtained were a decrease or 
disappearance of pain, improvement of the general 
condition, and in many cases an increase in weight. 
The tumors became smaller, more movable, and 
the lymph-glands decreased in size. SZECSI. 


ELECTROLOGY 


The Accuracy of the X-Ray Heart 

Lancet-Clin., 1913, cx, 588. 

By Surg., Gynec. & Obst. 

This paper is devoted largely to the comparative 
value of réntgen examination and the usual physical 
methods used in determining heart outlines, and 
contains a résumé of the more important studies 
made to date by various authors along this line. 
As a guide to the interpretation of réntgen and 
physical examinations, the author recommends the 
perusal of the schematic figure of the mediastinum 
evolved by Weinberger, which gives a good mental 
figure of the X-ray heart silhouette. For routine 
work, réntgenograms, made at a distance of thirty 
inches suffice, but greater accuracy, as regards act- 
ual heart dimensions, can be obtained by the 
orthodiagraphical method, devised by Moritz, or 
teleréntgenography, introduced by Kohler of 
Wiesbaden. 

The absolute value of and accuracy of the X-ray 
heart silhouette is discussed under three headings 
as follows: (1) Is the X-ray silhouette an accurate 
representation of the heart and mediastinum? (2) 
How do the X-ray findings compare in accuracy 
with the usual physical methods? (3) Have wea 
standard normal heart silhouette upon which we can 
base our interpretations, and with which we can 
make our comparisons? 

Regarding the first, the X-ray silhouette gives 
simply the contours of the heart and mediastinum 
without taking into account its thickness and the 
obliquity of its position. The surface area of the 
réntgenogram is not the surface area of a frontal 


Lange, S.: 
Shadow. 
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section of the heart. The shadow of its base merges 
into that of the great vessels, and its apex is ob- 
scured by the left lobe of the liver. Its size and 
shape ate influenced also by respiration, position of 
patient, and other factors. However, all criticisms 
of the réntgen method for determining outline 
apply in even greater degree to the other methods 
used. 

As regards the second point, it has been definitely 
shown that the X-ray findings are far more accurate 
than those obtained by palpation and percussion. 
This is especially true for the apex, left border, and 
region near the base of the heart. The author gives 
the results of Dietlen’s and Weber and Allendorf’s 
investigations in proof of this. The percentage of 
error is less in children and young adults; it is in- 
creased in abnormal conditions of the heart itself 
and also where obesity or pulmonary emphysema 
are present. These factors have practically no bear- 
ing on the outline as determined by the réntgen ray, 
hence the greater accuracy under these conditions. 

The third point as to what constitutes a normal 
heart silhouette has not as yet been determined. 
Wide variations have been found in perfectly nor- 
mal individuals under approximately the same 
conditions. Sex, body height, occupation, and, 
especially, age and body weight have been found to 
have a marked influence on the size and shape. 
The tables prepared by Dietlen and Groedel of nor- 
mal heart dimensions for individuals of different 
age and weight, do not take into consideration all 
the factors causing variations—notably not the 
position which the heart occupies—and therefore 
cannot serve as an absolute basis for comparison. 
Although far from perfect, the réntgen method for 
ascertaining size and shape is certainly in advance 
of the usual physical methods, and has been the 
means of obtaining much information regarding the 
action of respiration, exercise, medication, and other 
influencing factors upon the heart. 

ApDOLPH HARTUNG. 


Goby, P.: 
1913, XVili, 247. 


Microradiography. Arch. Rénig. Ray, 
By Surg., Gynec. & Obst. 

The author believes that microradiography, i. e., 
radiographical examination of microscopical objects, 
is destined to render the greatest service to natural 
science. It is of great value in the study of opaque 
objects which can be examined under the microscope 
only in thin sections, which necessarily destroys 
the specimen. 

In geology, by this method, many new species 
were discovered from a tiny pinch of foraminiferous 
sand. In conchology, the different phases of growth 
and development of the shell; in embryology, differ- 
entiation of tissues can be studied easily; in com- 
parative anatomy, the development of the bones 
of the smallest animals, their osseous structure, the 
skin, flesh, and muscles can be studied; and in 
botany, the student is enabled to differentiate 
organs and tissues opaque to the ordinary light. 
These radiographs can be enlarged 15 to 45 diam- 




















eters, or can be studied directly under the micro- 
scope by transmitted light. For the description of 
the apparatus, which is somewhat technical, the 
reader is referred to the original paper. 

The object is placed in immediate contact with 
the film side of the plate, no black paper being used. 
This must be done with the aid of a red darkroom 
light only, the construction of the apparatus itself 
protecting the plate against the ordinary light when 
everything is adjusted. The plates must have a 
very fine grain. 

The coil used to produce the rays need not exceed 
one of 6-inch spark length. A small rheostat is 
necessary to vary the current. The tube should be 
one giving a one-quarter to one-inch spark, varying 
with the degree of transparency of the object, the 
longer spark being necessary for the more opaque 
objects. The degree of hardness must remain the 
same during the exposure. The author uses a 
Villard osmo-regulator to prevent variation in the 
spark gap. The time of exposure is 30 seconds to 
5 minutes. LEOPOLD JACHES. 


Weitzel, F.: Experience with Intensive R6ént- 
gentherapy (Erfahrungen mit der Réntgen-Tiefen- 
therapie). Strahlentherapie, 1913, iii, 272. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

Weitzel reports the results of réntgenization per- 
formed from October, 1912, till May, 1913. The 
technique was: Field irradiation of the abdomen 
through 8 windows; hardness of tubes, 7 to 9 Ben- 
oist; secondary pressure 4 to 5 ma.; distance from 
focus to skin 18 cm.; aluminum screens 3 mm. 
thick — doses measured with Kienboeck’s dosimeter. 
Irradiation was continued on two succeeding days 
through 4 windows each. Application of one 
erythema dose each (5 to 7 min. duration); on an 
average 5 to 600 Kienboeck X were given in 7 series. 
Dessauer’s reform apparatus was used with Miiller 
and Veifa’s water-cooled tubes. 

Among 64 patients the treatment was finished in 
21 patients with myoma, 5 patients with metrop- 
athies, and two with dysmenorrhea. In most 
cases amenorrhcea or oligomenorrhcea was effected, 
and also in some cases decrease in the size of the 
tumor; dysmenorrhoea was especially favorably 
influenced in young women. Secondary symptoms 
appeared only in slight degree. In one patient 
with myoma, abortion was effected unintentionally. 
The author believes that pedunculated tumors and 
subserous and submucous ones should be operated 
on and thinks that severe hemorrhages are not a 
contra-indication to irradiation. Exploratory curet- 
tage is advocated, in cases with irregular hemor- 
rhages, as a preparatory treatment before réntgeni- 
zation. Dorn. 


Gibson, J. D.: X-Ray in the Treatment of Tuber- 
culosis. Hahnemann. Month., 1913, xlviii, 880. 

By Surg., Gynec. & Obst. 

The author opens his subject with a short dis- 

cussion of all the methods, other than X-ray, which 

are commonly employed in the treatment of pul- 
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monary tuberculosis. He describes the X-ray as 
intensified sunlight which has a range of ether 
vibration of five and one-half octaves, thus possess- 
ing much greater efficiency as a curative agent than 
sunlight. 

The basis of his technique is the fact that the 
X-ray will penetrate and disintegrate even an old 
tubercle and kill outright or greatly attenuate the 
virility of its contained bacilli and simultaneously 
cause a hyperemia of the more normal adjacent 
tissues. The blood and iymph streams receive these 
dead and dying bacilli with the other products of 
tubercle disintegrations as toxins. 

Phagocytosis results and antibodies and autoge- 
nous vaccines are produced, provided the dosage 
of X-ray is sufficient to keep the opsonic index in 
the positive phase. 

He describes the proper ray as one which will, 
with a tube-skin distance of from fourteen to eight- 
een inches, a current of from one to two milliamperes 
in the secondary circuit, produce on a photographic 
plate a skiagraph of an ordinary tuberculosis lung 
in from one to two minutes. 

His exposures average 10 minutes each and are 
alternated, 3 times weekly, with the brush discharge 
from a static machine applied over the upper spine, 
shoulders, and sites of pleuritic lesions until pain 
is relieved or the hands are moist. 

He emphasizes the importance of X-ray treat- 
ment in incipient cases, in which the mediastinal and 
bronchial glands are alone involved or in which 
apical involvement is just beginning, but suggests 
the use of vaccine injections in these cases, since the 
in situ production is much less abundant on account 
of the limited tissue involvement. 

He summarizes the effects of X-ray treatment in 
pulmonary tuberculosis of the lungs thus: A hyper- 
zmia of the lungs is produced, the number of rales 
is temporarily increased, the sputum is liquefied, 
the temperature is reduced, pleuritic pain and mus- 
cular soreness are relieved, the pulse rate is lowered, 
digestion is improved, and a gain in weight is noted. 
Shortness of breath is increased in advanced cases, 
due either to toxin absorption or pulmonary con- 
gestion. During the third month, in advanced 
cases, the sputum contains white flecks mixed with 
yellow, the white gradually superseding the yellow. 
The rales begin to disappear, in ordinary cases, 
during the third month and the lungs clear by the 
end of the feurth. 

The X-ray has less effect on incipient cases than 
on second and third stage cases, presumably on 
account of the lesser production of autogenous 
vaccine in situ. All cases which will react to the 
toxic effects of the liberated tubercle products will 
show improvement and many are cured. 

During the course of his discussion the author 
remarks that the X-ray may cause the production 
in the tuberculous tissues of an element, yet un- 
known, the lack of which prevents the complete 
success of the vaccine and serum treatment of 
disease. Frances C. TurLey. 











380 


Haendly, P.: Anatomical Findings in Carci- 
nomata, Treated with Mesothorium and 
R6ntgen Rays (Anatomische Befunde bei mit 
Mesothorium und R6ntgenstrahlen behandelten Car- 
cinomen). Arch. f. Gyndk., 1913, Cc, 49 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


Bumm and the author made a series of excisions 
for microscopical examination and found to an 
increasing degree as the length of the treatment 
increased, decrease in the size of the carcinoma, 
destruction of carcinoma cells, sclerosis of the con- 
nective tissue, and changes in the vessels. They 
report the microscopical picture in five cases that 
had been treated by deep irradiation. Three of 
the specimens were obtained by operation, two 
post-mortem. The microscopical findings were as 
follows: 

In the cases irradiated before operation there 
were superficial necrosis and marked changes in the 
carcinoma cells, but the action had not been uniform, 
as cells in the process of disintegration lay side by 
side with living and active ones. There was no 
effect on the hypogastric glands. The post-mortem 
specimens had been more thoroughly irradiated; 
but in spite of that there were still cell-nests in the 
walls of the cavities. These cells were not active, 
but the surrounding tissue was so severely injured 
that judgment cannot be passed on the effects of 
deep irradiation. 

Haendly comes to the conclusion that deep 
irradiation is not uniform and not suflicient to 
thoroughly destroy deep-seated carcinomata; by 
extreme filtration it may be possible to accomplish 
this without injuring the healthy tissue. 

HEIMANN. 


Ranzi, E., Schiller, H., and Sparmann, R.: 
Radium Treatment of Malignant Tumors 
(Erfahrungen iiber Radiumbehandlung der malignen 
Tumoren). Wien. klin. Wchnschr., 1913, xxvi, 1651. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The authors worked first for four years with to 
mg. radium bromide, but for the past seven months 
with 225 mg. radium, 150 mg. mesothorium, and 
partly with rademanit, representing 150 mg. 
radium. They used increasing doses and thorough 
filtration with lead, gold, silver, and platinum 
filters 0.5 to 2 mm. thick, and secondary filtration 
through rubber and gutta percha. The maximum 
dose is 22,000 milligram-hours. The radium was 
sometimes laid upon the tumor, sometimes buried 
in it, generally near the periphery; large tumors 
were previously reduced as much as _ possible. 
Only inoperable tumors were treated that had been 
demonstrated histologically to be malignant. There 
were 53 cases all together. 

The first group included six cases that had had 
apparently radical operations performed upon them. 
They were treated palliatively, but there were three 
extensive recurrences within a short time. Rela- 
tively small doses were given on account of the 
danger of burning. 
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The second group included 47 cases which had 
not been operated on and which were treated thera- 
peutically. Ten of them withdrew prematurely 
from the treatment; one of them, a case of skin 
carcinoma of the hand, subsequently had an amputa- 
tion performed. Of the remaining 36, seven soon 
showed that they were not being benefited, one a 
case of carcinoma of the breast that was taking 
10,752 milligram-hours of radium; six died during 
the treatment—one, a case of  spindle-celled 
sarcoma of the pleura, receiving 12,380 milligram- 
hours of radium, died, after the tenth treatment, of 
bleeding from erosions and mediastinitis. In six 
cases, in spite of the use of large doses of radium 
and mesothorium, only a slight local effect was 
observed, or with a favorable local effect, a marked 
change for the worse in the general condition. In 
three cases, the tumors showed a decided growth 
while under treatment; in three cases, carcinoma- 
tous nodules disappeared under radium treatment, 
a recurrent tumor of the tongue, a_basal-celled 
carcinoma of the skin of the nose, and a tumor of 
the tongue in which glandular metastases were 
afterward extirpated. The doses in these cases 
were 99, 324, and 1680 milligram-hours. 

In eleven cases, in which the treatment is not yet 
finished, a markedly favorable effect of the radium 
rays has been observed, although the time is yet 
too short for a decisive judgment. An elective effect 
of the radium on the tumor-cells has not been 
observed. They are destroyed sooner because, 
being degenerated cells, they succumb more quickly 
to any form of trauma. Epithelium is more sensitive 
than connective tissue; there were burns of the mu- 
cous membrane of the mouth on irradiation from 
outside. 

In deep-seated tumors the dangers and injuries 
of radium treatment from destruction of tissue 
cannot be controlled with any degree of certainty, 
therefore these tumors should always be radically 
removed. There is danger of perforation in irradiat- 
ing internal organs, and danger of hemorrhage, 
this occurring once from the carotid, which was 
shown on histological examination to be free from 
tumor. Sometimes large doses seem to stimulate 
the development of carcinoma, and probably in 
irradiation from the center the radium has a stimu- 
lating effect on the periphery, because of being 
weakened by distance. Intensive irradiation always 


_ leads to marked disturbance of the general condition, 


such as loss of appetite, dullness, and headache. 
Irradiation on the neck always caused vomiting. 
The wound secretion of irradiated tumors caused 
radium burns on the skin which had not been irradi- 
ated directly, and also superficial necrosis of the 
epidermis. The results of the treatment thus far 
are very unsatisfactory; in the three cases out of the 
53 where the tumor disappeared, the time is yet 
too short to be sure of permanent recovery. In 
inoperable tumors (11 out of 36) radium may cause 
a decided improvement. The authors believe that 
radium has a certain value as an auxiliary means of 
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avoiding recurrence in post-operative treatment, 
but they do not think the radium treatment of 
operable tumors is justified. The use of an agent 
that has only a local effect in treating operable 
carcinoma controverts well-founded scientific prin- 
ciples in the treatment of malignant tumors. 
MAGENAU. 


Latzko, W., and Schiiller, H.: Radium Treat- 
ment of Cancer (Zur Radiumbehandlung des 
Krebses). Wien. klin. Wehnschr., 1913, Xxvi, 1541. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author gives a description of seven cases of 
malignant tumors of the genital organs which were 
treated with radium. Generally only small doses 
were used, 20 to 60 mg. radium. In three cases 
there was no noticeable effect on the size of the 
tumor. There was almost always an improvement 
in the general condition. In a case of carcinoma of 
the ovary, as large asa man’s fist the tumor decreased 
tremendously in a relatively short time. 

The author made a series of excisions for examina- 
tion after the radium treatments and confirmed the 
microscopical findings of other authors as follows: 
(1) Inflammation and necrosis of the surface; (2) 
degeneration of the tumor cells, going as far as 
complete absorption; (3) increase in the connective 
tissue and changes in the vessels. Up to a certain 
point the radium acts as a stimulant; above that, 
as a poison to all cells. 

Operable cases should be treated without opera- 
tion only when the special circumstances of the case 
make the probability of operative mortality so high 
that the danger of delaying the operation by 
radium treatment seems less. In inoperable cases 
radium treatment can effect improvements hitherto 
undreamed of, and according to reliable reports 
from the literature, bordering on complete recovery. 
To attain such results, as large doses as possible 
must be used for as long a time as possible. 

Hirsca. 


Sticker, A.: Radium and Mesothorium Treat- 
ment; Their Theoretical Principles and 
Practical Use in Treatment (Radium- und Mes- 
othoriumbestrahlung. Ihre theoretischen Grundlagen 
und ihre praktische Anwendung in der Heilkunde). 
Strahlentherapie, 1913, iii, 1. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


The y-rays, as has often been said, can be com- 
pared directly with réntgen rays. They are dis- 
tinguished from them by being 4o times as hard, 
by variations in their capacity for ionization and 
by the kind of secondary rays they form. From the 
fact that the réntgen rays can be produced at the 
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anticathode by cathodal rays, and that the y-rays 
always appear in association with 6-rays, we may 
probably conclude that the y-rays also owe their 
origin to the B-rays. This, however, has not been 
proven experimentally. 

Weak irradiation causes only partial injury to 
the tissues, but this may lead to a progressive dis- 
turbance in metabolism, which may eventually 
end in the death of the cell. If the cell does not die, 
it at least becomes sick, as is manifested by the weak- 
ening in its power of regeneration. Radium and 
réntgen ulcers heal slowly, the first evidence of 
injury in the skin being hyperemia, which appears 
early or late according to the strength of the irradia- 
tion. But even if no erythema appears, processes 
may be taking place in the cells of the vessels that 
only become manifest after weeks or even months. 
The endothelial cells of the vessels are only slightly 
differentiated, are embryonic in character, and are 
more sensitive than the skin. Sparing the skin in 
deep irradiation by filtering the rays does not insure 
that the much dreaded late reaction will not take 
place because of injury to the vessels. 

Only a few observations have been published in 
regard to the absorptive capacity of individual 
tissues, but it is certain that pathological tissues 
absorb the radium and mesothorium rays more than 
normal ones do. This gives rise to the so-called 
elective effect of the rays, which, as a matter of fact, 
does not exist. The effect extends to the normal 
tissues also. Pathological tissues may become 
necrosed or may be replaced by connective tissue by 
a process of chronic interstitial inflammation. Path- 
ological as well as normal tissues show different 
degrees of sensitiveness to the rays. Leukemic 
tissue and warts are the two extremes; carcinom- 
atous tissue is moderately sensitive, and myomatous 
tissue very slightly so. The effect of the rays is 
always due to a primary injury to the cells, but 
sound tissues are able to protect themselves by 
forming new cells to replace the ones destroyed, 
while pathological tissues cannot replace themselves. 

The aim of radiotherapy must be primary cell 
death; this can only be attained by strong prepara- 
tions, and radium and mesothorium preparations 
fulfill this requirement. Both are suitable for treat- 
ment if used in sufficient quantities; they must have 
an activity that corresponds to that of 50 mg. pure 
radium bromide. The dosage is generally measured 
in milligram hours; for treatment of a carcinoma of 
the rectum a dose of 14,000 milligram hours is 
necessary. The dose is increased when strong filters 
are used, so that only the y-rays are available. In 
very intensive irradiation severe disturbances of 
the general health may occur. DENKS. 
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Engstrém, O.: Malignant Chorio-Epithelioma 
(Beobachtungen iiber Chorionephitheliom). Mitt. a. 
d. gyndk. Klin., 1913, X, 175. 

By Zentralbl. £. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


The author gives detailed histories of five cases of 
malignant chorio-epithelioma from his clinic. 

The first case was a typical metastatic chorio- 
epithelioma in the vagina with no tumor in the 
uterus or either of the tubes. Extirpation was per- 
formed in apparently normal tissue, but there was 
prompt recurrence. In the two following months 
the operation was repeated twice; death resulted 
four and three-quarters months after the first opera- 
tion. The tumor in the vagina may be regarded as 
a metastasis from a neoplasm that developed prima- 
rily in the placenta and was discharged with it from 
the uterus, or we may assume that cells from a pro- 
liferating chorio-epithelioma penetrating the uterine 
veins, were torn off and reached the vaginal veins 
where they set up malignant proliferation. 

In the second case, there was an atypical chorio- 
epithelioma in the vagina in conjunction with a 
cystic mole in the body of the uterus, which had 
eaten far into the wall of the uterus, and in some 
places had broken through the serous coat. In the 
lumen of the blood-vessels were found Langerhans’s 
cells and masses of syncytium of varying sizes. 
The metastasis of ectodermal elements in the wall of 
the vagina in this case shows that a cystic mole may 
give rise to a chorio-epithelioma. A supravaginal 
amputation of the uterus was done and three weeks 
later the vaginal tumor was excised. Fifteen 
months later the patient was completely well. 

The third case was a typical advanced chorio- 
epithelioma in a very much enlarged uterus with 
metastases in the vagina and pelvic tissue. Death 
resulted three hours after total extirpation through 
the vagina. 

The total vaginal extirpation of a typical chorio- 
epithelioma with metastases in the labia majora, the 
liver, and the lung, following a delivery at normal 
term, was apparently successful, but the patient 
died one year after the operation. 

Another patient had typical chorio-epithelioma 
with metastases in the vagina, the pelvic tissues, 
the liver, and the lungs, seven months after the de- 
livery of a mole curettage, and a second one two 
months later. Ten months later abdominal extirpa- 
tion of the uterus was done. The patient died soon 


afterward on account of.’her already exhausted 
EBELER. 


condition. 
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Kelly, H. A., and Neel, J. C.: Cauterization of 
*‘Inoperable’’ Carcinoma of the Cervix of the 
Uterus. Bull. Johns Hopkins Hosp., 1913, xxiv, 372. 

By Surg., Gynec. & Obst. 


The results which the authors obtained by a 
thorough cauterization of an advanced carcinoma of 
the cervix of the uterus, which later made possible 
a radical abdominal operation, seemed to them to 
justify a detailed report of a case. 

Briefly, the case was one of advanced carcinoma 
of the cervix of the uterus in which the large masses 
of carcinomatous tissue could be torn away with the 
fingers. It had extended quite out to the pelvic wall 
on the left side. On account of the apparent extent 
of the growth and wide involvement, a radical 
operation was at first considered inadvisable to 
even attempt. Therefore, under gas anesthesia a 
deep cauterization was done on all sides of the 
growth. About two weeks later such a marked 
improvement in the condition was noted that a 
radical abdominal operation was made possible. 

This case seems to demonstrate very conclusively 
that a large part of the apparent invasion and 
induration was due to the inflammation which 
attended this extensive ulceration, and the authors 
conclude that: 

1. The extensive radical abdominal operation 
offers the greatest hope of absolute cure in patients 
suffering from carcinoma of the cervix of the uterus. 

2. The percentage of operability has gradually 
increased with the adoption of the radical abdominal 
operation. 

3. An exploratory operation is occasionally 
necessary to determine whether or not the radical 
operation is to be attempted. 

4. Pelvic induration may be due to the following 
causes: (a) To direct extension of the new growth 
through the cervix into the broad ligament on either 
side; (b) to a secondary inflammatory reaction in 
one or both broad ligaments; and (c) to an extensive 
pelvic peritonitis involving one or both broad liga- 
ments; hence, the immobility of the cervix is not 
an infallible sign in determining whether or not a 
case is operable. 

5. In advanced cases of carcinoma of the cervix 
a preliminary curettage and cauterization is advis- 
able, for the following reasons: (a) A large portion 
of the friable new growth may be removed through 
the vagina. (6) It is an important procedure in 
the disinfection of the vaginal field. (c) The indur- 
ation in the broad ligaments, due to secondary in- 
flammatory reaction, may be relieved, causing the 
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new growth to become circumscribed and rendering 
a previously immobile cervix mobile. 
GeorcE E. BEILBy. 


Barrett, C. W.: The Carcinoma Question, as It 
Pertains to the Uterus. Med. Rec., 1913, lxxxiv, 
II0Q. By Surg., Gynec. & Obst. 

In discussing the practical side of carcinoma as 
it relates to the uterus, the author expresses the 
opinion that carcinoma represents a tissue reaction 
against disease, the epithelial proliferation being a 
tissue reaction against the infectious parasite. 
Hence carcinoma is to be viewed as a local mani- 
festation caused by mechanical, thermic, or actinic 
irritation, which serves as a means of introducing 
some micro-organism yet unknown. The public and 
physicians should be educated to the recognition 
and treatment of benign conditions which con- 
stitute what the author calls precancerous conditions, 
such as erosions, eversions, cystic degenerations, 
fibroids, polypi, etc. 

The author favors the abdominal operation for 
carcinoma of the uterus, and carries it out in the 
modern approved fashion. Where total removal is 
impossible, he relieves the pain, the haemorrhage, 
and the discharge by thorough cauterization with 
the ordinary soldering iron. Acetone is advised for 
temporary relief. The author lays stress on three 
points: (1) The eradication of conditions which, 
if untreated, might result in carcinoma; (2) Early 
radical removal when carcinoma has been diagnosed; 
(3) The treatment of advanced, inoperable car- 
cinoma by repeated cauterizations. 

S. W. BANDLER. 


Haendly, P.: The Effect of Mesothorium and 
Réntgen Rays on Carcinoma of the Uterus 
and the Ovaries (Die Wirkung der Mesothorium- 
und Réntgenstrahlen auf das Carcinom, den Uterus 
und die Ovarien). Sérahlentherapie, 1913, iii, 300. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author makes the following observations as 
the result of a thorough histopathological examina- 
tion of cancer tissue of the uterus and ovaries that 
had been subjected to irradiation. A radiant treat- 
ment of two or three weeks’ duration has a direct 
elective effect on cancer tissue (contrary to Exner’s 
opinion) consisting in a primary injury of the cancer- 
cells, which leads to a disturbance in the growth of 
the cells, lack of mitosis and giant-cell formation, 
and, to a certain degree, to changes in the character 
of the cells (flat, scaly epithelium); and, finally, by 
karyolysis and disappearance of the non-nucleated 
masses of protoplasm, to complete destruction of 
the cells. 

The connective tissue shows a new growth to 
replace the destroyed carcinoma cells. This new- 
formed connective tissue becomes sclerotic and 
degenerates, just as the rest of the connective tissue; 
the smooth muscle atrophies and disappears almost 
entirely and some of the muscle fibers show hyaline 
degeneration. In the ovary the primary follicles 
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are completely destroyed and the vessels show 
hyaline degeneration of the adventitia and media; 
the latter is calcified here and there. From prolifera- 
tion of the intima there is obliteration of numerous 
vessels; the elastic fibers swell and form clumps; and 
the plasma cells and eosinophile leucocytes dis- 
appear with the increasing sclerosis and hyaline de- 
generation. The clinical results of these changes 
remain to be seen. Dorn. 


Peté, E.: Clinical and Histological Discussion 
of the Treatment of Cancer of the Uterus, 
by Wertheim’s Operation (Flinische und patho- 
logisch-histologische Beobachtungen iiber die Heilung 
des Gebiirmutterkrebses mittels der Wertheimschen 
Operation). Virchow’s Arch. f. path. Anat., etc., 
Berl., 1913, ccxiii, 470. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


The author reports 100 cases operated on by 
Wertheim’s method, 29 mild and 71 severe cases. 
Those cases are designated as mild in which the 
parametrium does not show any great degree of 
resistance, the mobility of the uterus is not much 
altered, and the general condition is good. In 
adiposity, myodegeneration, arteriosclerosis, etc., 
the vaginal operation was performed. 

Those cases are called severe in which a carcino- 
matous crater is formed, in which the cancer has 
invaded the vagina, and those in which the para- 
metrium, at least on one side, is diffusely infiltrated 
as far as the pelvic wall. In these cases the uterus 
was not movable or only slightly so, and the car- 
cinoma had not involved the bladder and rectum. 
Sixty-three per cent of the cases were operable. 
The results were: Primary mortality, 14 (1 mild, 13 
severe cases); free from recurrence for 5 years, 10 
(6 mild, 4 severe); free from recurrence for 3 to 4 
years, 15 (5 mild, ro severe); free from recurrence 
for 1 to 2 years, 3 (2 mild, 1 severe); recurrences, 
23 (4 mild, 19 severe); dead without local recurrence, 
13 (3 mild, ro severe). No information could be 
obtained in regard to 20. 

These cases histologically confirmed the fact that 
parametrium, which clinically was very hard, was 
frequently not carcinomatous but showed only in- 
flammatory infiltration; moreover, that in beginning 
carcinoma where the parametrium was quite soft, car- 
cinoma could be demonstrated microscopically, or 
that even if the parametrium was free carcinomatous 
glands were found. This explains the recurrence in 
clinically mild cases and the recovery of very severe 
ones. Since radical removal of carcinomatous 
glands is not possible, the chief emphasis should 
be laid on the radical removal of the tissue of the 
parametrium and vagina until sound tissue is 
reached. ADOLPH. 


Geist, S. H.: A Contribution to the Histogenesis 
of Sarcomatous Change in Uterine Fibro- 
myomata. Am. J. Obst., N. Y., 1913, lxviii, 1053. 

By Surg., Gynec. & Obst. 
In a study of 250 cases of fibromyomata of the 
uterus and cervix, Geist found sarcomata of various 
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types twelve times. In addition to the recognized 
sites for the origin of sarcomatous change, the inter- 
stitial tissue of the myoma, and the adventitia and 
endothelium of the lymph and blood vessels, Geist 
found that in two of his cases the sarcomata arose 
from the muscle fibers as has been described by 
Williams, Pick, and others. N. Sproat HEANEY. 


Freund, H.: Etiology of Myoma of the Uterus 
(Zur Atiologie der Uterusmyome). Ziéschr. f. Geburtsh. 

u. Gyndk., 1913, xxiv, 75. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


From a historical review of the subject, it is evi- 
dent from the age at which myoma of the uterus 
most frequently appears, viz., 30 to 50 years, that the 
functional activity of the uterus has a share in the 
formation of myoma, that menstruation and preg- 
nancy are involved, but that predisposition also 
plays a great part. Foetal inclusions were first 
found by Freund in adenomyoma of the wolffian 
duct, and inclusions originating from the endome- 
trium were also demonstrated. These findings are 
also important in the etiology of leiomyoma. Most 
important of all, however, there is real foetal cell 
material that, under some conditions, can stimulate 
the muscular tissue to proliferation. There are 
epithelial inclusions also in spherical myomata. 

Freund believes, from a study of one of his cases, 
that muscle proliferation in a beginning myoma 
causes the original elements, connective-tissue cells, 
capillaries, and foetal epithelium to disappear. The 
points of insertion of the tubes and the internal wall 
of the uterus are especially liable, because there 
is a more pronounced interlacing of the muscle 
fibers. Local and general predisposition contributes 
to the production of myoma. In 600 cases of myo- 
ma, Freund found 36 of infantilism and 66 with some 
form of constitutional abnormality. 

There is local predisposition in infantile uterus 
because of the defective uterine wall and the 
epithelial elements deep down in the muscular 
layers. The same is true of bicornuate uteri; the 
whole cavity must be laid bare by a lateral incision 
through the angles. Large ovaries (infantilism) 
also probably play a part from the functional dis- 
turbances that they create; the disorders of the 
heart may be regarded as a result of incomplete 
development of the heart. Rosert ScCHRODER. 


Scott, S. G.: The Radiographic Appearances of 
Calcifying Fibroids. Arch. Rénig. Ray, 1913, 
xviii, 246. By Surg., Gynec. & Obst. 

Scott calls attention to the necessity for caution 
in the interpretation of shadows in the regions of 
the kidneys, ureters, or bladder. Though cases in 
which other shadows simulate calculi are rare, we 
must nevertheless guard against error. In case of 
doubt, means should be adopted to prove the shad- 
ow to be a calculus in the urinary tract, such as 
collargol injection, opaque bougies, and stereoscopic 
examinations. He adds to the long list of such 
shadows calcified fibroids of the uterus. Fibroids 
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are usually very large before they undergo calcareous 
changes, and are liable to give bladder symptoms, 
thus adding to the difficulty of the diagnosis. 

A good differential point is that vesical calculi 
are usually homogeneous, or consist of concentric 
layers, while calcifying fibroids throw shadows of 
uneven density, somewhat resembling calcareous 
glands. LEOPOLD JACHES. 


Wiese, F. W.: Increase of Temperature During 
Menstruation, in Pulmonary Tuberculosis 
(Uber menstruelle Temperatursteigerungen bei Lung- 
entuberkulose). Beitr. s. Klin. d. Tuberk., 1913. iv, 


335- 
By Zentralbl. f, d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


An increase in the temperature during the men- 
strual period is of diagnostic importance as it occurs 
most frequently in tuberculosis, according to Kraus in 
two-thirds ofall cases. A premenstrual increase occurs 
in 40 percent. Subfebrile temperatures up to 90° F. 
are of significance for the initial stages. The in- 
crease in temperature before the menses is thought 
to be due to a progress of the pulmonary process 
which may be explained by hyperemia of all the 
organs, including the lungs. If the rise in tempera- 
ture is only a slight one, a resorption of old foci is 
concerned; if high, an exacerbation of inflammatory 
foci. The heat regulating center of the tuberculous 
patient is so labile that it is stimulated by exercise, 
psychic influences, etc. Easily excitable persons 
react much more readily with an increase in tem- 
perature, pulse rate, and all metabolic processes. 
Intramenstrual elevations of temperature occur in 
13 per cent, usually on the first day and at times also 
continuing over the second. The endometrium is 
the portal of entrance for bacteria. Often the 
picture is that of a seriously diseased person. Cases 
of post-menstrual elevations of temperature are rare, 
amounting to about 2.4 per cent, and are mostly 
subfebrile. They are a very unfavorable sign. In 
rare instances menstruation may exert a beneficial 
influence and cause a decrease in the temperature. 
The author observed intramenstrual decreases of 
temperature in 11.5 per cent of his patients who had 
previously had subfebrile and even febrile temper- 
atures, which continued afterwards to be afebrile. 
This fact might be explained by the improved circu- 
lation in the lungs during the menses. The time of 
the ripening of the follicles coincides with that of the 
increase in temperature. The increase in tempera- 
ture, either before, during, or after menstruation, 
corresponds to the time of rupture of the follicle, 
which may occur either before, during, or after the 
period. Menstruation in tuberculous women de- 
serves particular attention as it may serve as an aid 
in diagnosis and even in prognosis. PonFICK. 


Giles, A. E.: Pessaries Versus Operations, in the 
Treatment of Uterine Displacements. Clin. J., 
1913, xlii, 597. By Surg., Gynec. & Obst. 

The author defines the types of cases in which 
pessaries are of value and distinguishes the forms 
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where operation is advisable. Cases in which there 
is a clear indication for pessary treatment include 
retroversion of the uterus following confinement; 
retroversion of the uterus in young, nulliparous 
women when the symptoms are of recent origin; 
retroversion of the gravid uterus in the early months; 
prolapse of the uterus when the perineum is suf- 
ficiently good to support a ring; and cystocele with 
prolapse, when the perineum is sound. The author 
takes it for granted that in all cases the retrover- 
sion must first be rectified before the pessary is 
introduced. 

The cases in which there is a clear indication for 
operation include displacements with the uterus 
fixed by adhesions; displacements complicated by 
ovarian tumor, or tubal disease; displacements 
complicated by fibroids, etc. Where retroversion 
is associated with a narrow upper vagina which will 
not bear a pessary, and in those cases of prolapse 
of the uterus and vaginal walls where the perineum 
will not support a pessary, operation is indicated. 
In cases of displacement where the pessary is not 
well borne, especially in neurotic patients, operation 
is advised; total procidentia yields only in opera- 
tion. The author adds a third group of patients who 
are allowed to choose between the permanent wear- 
ing of a pessary and the freedom from the annoy- 
ances which may be associated from its use, which 
freedom can be gained by operative procedure. 
The operative mortality is practically nil. The 
operated cases show an improvement in the general 
condition of the patient in 90 per cent. Twelve per 
cent of the cases have gone through labor without 
complication and with a permanently good position 
of the uterus. The author believes that pessaries 
have their place but that improved technique and 
diminished mortality have led to the encroachment 
of surgical procedures on the domain of pessaries. 

S. W. BANDLER. 


Zickel, G.: Incision Between the Spines for 
Alexander-Adams Operation (Alexander-Adams 
mit Tuberculumschnitt). Zentralbl. f. Gynak., 1913, 
XXXVH, 1230. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 
From its use in fifteen cases, the author again 
recommends Liepmann’s incision from one spine 
of the pubis to the other for the Alexander-Adams 
operation. The view of the field of operation is at 
least as good as with the ordinary inguinal incision; 
the skin suture does not lie in the same plane as the 
fascia suture; and it gives a better cosmetic result, 
as it is covered with hair, and can, without difficulty, 
be extended to make a Pfannenstiel’s incision. 
KALB. 


Holden, F. C.: The Treatment of Sterility by the 
Dudley-Reynolds Operation. Am. J. Obst., 
N. Y., 1913, Ixviii, 1064. By Surg., Gynec. & Obst. 


Holden reports here the results of 48 cases of 
sterility and dysmenorrhoea operated by Polak by 
a combination of the Reynolds and Dudley opera- 
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tions. Reports could be obtained from only 40 of 
the cases. All subjects were selected as free of 


complications that might jeopardize the intent of the 
operation. Of the 40 who reported their condition 
32 were married and 8 were single. In 34 cases 
dysmenorrhcea has been cured; in 5 not relieved; in 
1 it was worse; in all, 85 per cent of those suffering 
from dysmenorrhoea were cured. In eight, or 25 
per cent, of the 32 married cases sterility has been 
cured. All cases were operated during a period of 
19 months preceding December, 1912. 
N. Sproat HEANEY. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Puech, P., and Vanverts, J.: The Réle of the 
Corpus Luteum in the Fixation and Develop- 
ment of the Ovary in Woman (Du réle du corps 
jaune dans la nidation et le développement de l’ceuf 
chez la femme). Rev. mens. de gynéc., d’obst. et de 
pediat., 1913, Viii, 236. 

By Zentralbl. f. d. ges. Gynaik. u. Geburtsh. s. d. Grenzgeb. 

The author tried to prove, by the examination 
of human material, Bornsch’s theory, based on von 
Frinkel’s experimental work, as to the important 
part played by the corpus luteum in the fixation 
and development of the ovum. 

He collected from the literature 25 cases of ovari- 
otomy during the first two months of pregnancy. 
In 20 cases both ovaries were removed, in 5 cases 
the one containing the fresh corpus luteum; abortion 
followed the operation in only 5 cases. 

The authors conclude from this that the removal 
of the corpus luteum in the first two months of 
pregnancy does not necessarily result in the inter- 
ruption of the pregnancy, but that the corpus 
luteum does have some significance. For they found 
that abortion takes place more frequently in the 
first two months (25 per cent) than in the third 
(11 per cent) and fourth (12 per cent); moreover, 
that it occurs more frequently with bilateral ovari- 
otomy (25 percent) than with unilateral ovariotomy 
(16.5 per cent) during the first two months. 

KELLER. 


Ries, E.: Etiology of Periodic and Alternating 

Swelling of the Ovaries (Zur Atiologie periodischer 

und alternierender Ovarialschwellungen). Zéschr. f. 
Geburtsh. u. Gyndk., 1913, xxiv, 312. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


From two cases, which he has carefully observed, 
the author calls attention to a symptom-complex, 
which he designates as periodical and alternating 
swelling of the ovaries. Clinically, the condition is 
characterized by a feeling of fullness and weight 
in the abdomen, midway between the two menstrual 
periods; palpation during the attack shows that 
there is a swelling of the ovary of the side where the 
pain was felt. The swelling cannot be felt after 
menstruation is over. If the attacks are not 
especially severe the condition does not demand 
treatment, but if the swelling persists in returning 
and causing the feeling of fullness and weight in the 
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abdomen, and if there are pressure symptoms in the 
extremities, radical operation is indicated. 
FRANK. 


Outerbridge, G. W.: Thyroid-Tissue Tumors of 
the Ovary. Am. J. Obst., N. Y., 1913, Ixviii, 1032. 
By Surg., Gynec. & Obst. 

Outerbridge describes minutely the case histories 
and findings of two new cases of thyroid-tissue 
tumors of the ovary, and has collected, in tabulated 
form, 44 cases from the literature. By tissue 
stains he was able to demonstrate that the thyroid- 
tissue contained iodine. From his study of this 
subject he concludes that: 

1. In certain ovarian tumors there occur areas 
of tissue which cannot be distinguished, histological- 
ly, from that of the thyroid gland. 

2. Between tumors which show a complex tera- 
tomatous structure, containing among numerous 
other elements a small amount of thyroid tissue, and 
those composed solely of thyroid, there is no sharp 
dividing line. 

3. All of these tumors are of similar genesis; they 
are teratomata, with varying degrees of suppression 
of the ectodermic and mesodermic elements. 

4. The large majority of these tumors are clin- 
ically benign; the few that are malignant show, in 
most instances, areas of unmistakable irregularity 
in their cellular structure, or give other histological 
evidence of having assumed a destructive type of 
growth. 

5. The thyroid tissue in the ovary is of no func- 
tional value, at least in the majority of cases, and 
these growths give rise to no symptoms other than 
those which would be produced by any type of 
ovarian tumor of equal size. N. Sproat HEANEY. 


Oulesko-Stroganoff, C.: Study of Malignant 
Degeneration in Cysts of the Ovum (Beitrag 
zum Studium der malignen Degeneration der Ovari- 
alcysten). Tr. Internat. Cong. Med., Lond., 1913, Aug. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Proliferating cysts may be regarded as transitional 
forms between benign and malignant tumors. The 
epithelial hyperplasia which characterizes this 
group of tumors shows their tendency to malignant 
degeneration. In the cysts that have undergone 
malignant degeneration we can find histological 
evidence in the early stages that they have originated 
in proliferating cystomas. 


Calmann, A.: Treatment of Protracted Febrile 
Suppurative Disease of the Adnexa (Ein Beitrag 
zur Behandlung langdauernder, fieberhafter, eitriger 
‘Adnexerkrankungen). Fortschr. d. Med., 1913, xxxi, 


953- 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Formerly, under the influence of surgery the 
treatment of suppuration of the adnexa was very 
radical; to-day, it is conservative unless there is some 
pressing indication for operative interference. In 
acute cases there is 90 per cent of recoveries without 
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operation. In chronic cases, where operation is 
sometimes necessary, the most conservative pro- 
cedure should be chosen; where there is a collec- 
tion of pus in Douglas’ pouch, incision through the 
vagina, which also hastens recovery in abscesses 
situated higher up. Incision parallel to Poupart’s 
ligament leads to hernia of the abdominal wall and 
demands secondary suture. Total extirpation of 
the uterus and adnexa is not always to be avoided, 
but it should be done only when there is some 
complication demanding it, such as perforating 
appendicitis or myoma. In the febrile purulent 
affections of the adnexa, lasting for months, and 
generally of puerperal origin, with involvement of 
the ovaries, which are difficult to open through the 
vagina, hard to drain, embedded in indurations, 
adherent to the intestines, and often lying high up 
in the iliac fossa, lateral colpotomy by Diihrssen’s 
method may be used. 

The technique consists of incision from the 
middle of the anterior vaginal vault extending 
laterally around the vaginal portion of the uterus; 
dissection of the bladder; and cutting of the broad 
ligament after lateral ligation. The lower part of 
the tumor is laid bare and incised; the abscess walls 
are sutured to the edges of the vaginal wound; a 
drainage tube is inserted into the abscess cavity; the 
bladder replaced, and the vaginal wound sutured. 

The author has been able to avoid the opening of 
the vesico-uterine fold and Douglas’ pouch, as done 
by Diihrssen, but has been obiiged many times to 
separate the broad ligament, so that he could push 
Douglas’ pouch and the bladder up. He reports 8 
cases operated on in this way, among them two 
purulent hematoceles. Seven patients recovered 
completely, one was very much improved subjective- 
ly and objectively, so that she could have a radical 
operation after a year. The incision should be free, 
the drainage tube should be thick and left in place 
three to four weeks after the discontinuance of fever. 
In conclusion, he mentions that Stratz reported a 
lateral colpotomy, which was never adopted on 
account of danger to the ureters and uterine artery. 

Von MILTNER. 


Bjoérkenheim, E. A.: Collagen in the Fallopian 
Tube, at Different Ages (Das kollagene Gewebe in 
der Tuba in den verschiedenen Altersperioden). 
Finska lék.-sdllsk. handl., Helsingfors, 1913, lv, 141. 

By Zentralbl. f. d. ges. Gynak. u. Geburtsh. s. d. Grenzgeb. 


The author examined for collagen in the tube by 
the trypsin digestion method. Twenty-seven cases 
were examined from embryos, new-born infants, 
children, and adults up to 72 years of age. He found 
the mucosa of the tube filled with an extremely 
dense network of fine connective-tissue fibers ex- 
tending into the folds of the mucous membrane and 
completely filling them — the fibers of the network 
generally run parallel to the folds. This network is 
generally very dense in embryos and children; 
somewhat less so after the beginning of menstrua 
tion. 
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After the beginning of the climacteric, instead of 
the fine network there is a network of clumps of 
apparently swollen fibers. In the muscular layer 
the connective-tissue fibers run concentrically 
around the lumen in a wave-like manner. They are 
connected directly with the connective tissue in 
the mucosa and with increasing age become denser, 
so that after the beginning of the climacteric and 
even during the period of sexual activity regular 
bundles of connective tissue may be seen. In the 
subserous coat nothing can be seen but a tangle of 
connective-tissue fibers of varying lengths around 
the numerous blood-vessels, growing denser with 
increasing age. The epithelium is separated from 
the subepithelial tissue by a limiting membrane. 
The author also examined the elastic tissue of the 
tube and found that elastic fibers are generally 
found before the age of sexual maturity only in the 
vessel walls, and that they increase in number later. 
They are to be found as fine, isolated fibers in the 
subserous and muscular layers. They generally 
decrease in number after the menopause. 


Holzapfel, K.: Technique of Tubal Sterilization 
(Zur Technik der tubaren Sterilisierung). Zéschr. f. 
Geburtsh. u. Gyndk., 1913, lxxiv, 189. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

Holzapfel proposes the following procedure for 
temporary sterilization: 

After opening the abdomen the tube is caught 
with forceps a little to the lateral side of the middle 
and cut through on the median side of the forceps, 
together with about 1 cm. of the broad ligament. 
The uterine end of the tube, not including any 
peritoneum, is caught with sharp forceps and the 
peritoneum dissected off for about 2cm. The knife 
generally has to be used to help in this in order to 
avoid injuring the peritoneum. The folds of the 
broad ligament are separated for a distance of 1 to 
3 cm., varying according to whether they can be 
readily separated without injury to them. The end 
of the tube is ligated with a fine catgut suture and 
cut off short; then, beginning with the uterine end 
of the tube, the peritoneum is sutured continuously 
and the serous surfaces approximated as far as the 
lateral end of the tube with a sharp, thin, round, 
smooth needle. The lateral end is ligated in the 
depression made by the fo ceps, so that the opening 
remains outside the peritoneum. If the occlusion is 
to hold, it is, naturally, very important that the 
peritoneum should not be torn. Holzapfel thinks 
it is better that the lateral piece of the tube with 
both openings should lie within the peritoneum 
than that the median opening should be lowered. 

This operation has been used in four cases, all of 
them more than a year ago. Conception has not 
taken place in any case and there has been no 
opportunity to perform the operation for restoring 
fertility. This would consist in drawing up the 
lowered end of the tube, splitting it, holding it open 
with two sutures, and suturing it to the lateral end. 

KOHLER. 





Steidl, K.: Primary Desmoid Tumors of the 
Round Ligament (Zur Kasuistik der primiren des- 
moiden Tumoren des Ligamentum rotundum). Zéschr. 
f. Geburtsh. u. Gyndak., 1913, lxxiv, 386. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


After a short review of the literature of the sub- 
ject in which about 30 cases are reported, the author 
describes a xew case of his own. 

The patient, a 41-year-old III-para, had for two 
years been troubled with dysmenorrhea and fre- 
quent desire to urinate, and had noticed at the 
menstrual period a swelling of the abdomen over 
the symphysis. On examination a hard median 
tumor was found reaching above the umbilicus; 
the uterus lay behind it, movable, and apparently 
not increased in size. A diagnosis of solid ovarian 
tumor was made. On operation the tumor was 
found between the recti, covered with the very 
thin fascia, which was closely adherent to the parie- 
tal peritoneum, which was torn on removing the 
tumor. The pedicle of the tumor ran toward the 
internal inguinal ring, the inguinal canal being 
obliterated. The uterus and adnexa were normal 
and the left round ligament passed through the 
internal inguinal ring directly into the pedicle of 
the tumor. The tumor had the form of a loaf of 
cheese, 22 X 20X13 cm. insize, weighing 2680 gms. 
The microscope showed it to be a typical fibromyoma 
without degeneration. The patient had an un- 
eventful recovery. 

It was one of those rare cases of tumor of the 
round ligament of considerable size developing 
within the inguinal canal, and showing the yet more 
rare growth upward between the muscles and the 
fascia. The majority of these desmoid tumors of 
the round ligament grow outward through the 
inguinal canal. SCHINDLER. 


EXTERNAL GENITALIA 


Leonard, V. N.: The Post-Operative Results of 
Trachelorrhaphy, in Comparison with Those 
of Amputation of the Cervix. Surg., Gynec. & 
Obst., 1913, xvii, 35. By Surg., Gynec. & Obst. 

A complete post-operative history was obtained 
in 167 cases in which the cervix had been amputated 
or repaired by Emmet’s trachelorrhaphy and the 
results of the two operations contrasted as to their 
therapeutic efficiency and as to their influence upon 
the subsequent marital history. 

The author notes that although post-operative 
hemorrhage is by no means uncommon after ampu- 
tation of the cervix — 5 per cent —it is of very 
rare occurrence after trachelorrhaphy. Furthermore, 
the hemorrhage after amputation of the cervix may 
occur as late as the twenty-seventh day in the 
convalescence, while such a delayed complication 
is very rare following Emmet’s operation. In none 
of the cases of trachelorrhaphy was it necessary to 
resuture the cervix to stop hemorrhage, while, 
after amputation of the cervix, this became impera 
tive in six instances. 
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About 90 per cent of 167 cases reported a notice- 
able improvement in the general condition whether 
the plastic operation on the cervix was done alone, 
or in combination with other operations. This 
improvement in the general health is attributed to 
the removal of the cervix as a focus of chronic infec- 
tion, in the cases of amputation of the cervix, but 
it is claimed that trachelorrhaphy can only exert an 
indirect influence- on a chronic endocervicitis in 
rendering it more amenable to treatment. The 
presence of a marked endocervicitis is considered 
as much a contra-indication to the performance of 
trachelorrhaphy as an indication for amputation 
of the cervix. Furthermore, the cervix presenting 
multiple or stellate lacerations should always be 
amputated, trachelorrhaphy being reserved for 
those cases showing one or two discrete lacerations. 

Of the 167 cases, 85 per cent complained of a 
vaginal discharge before operation. After amputa- 
tion of the cervix, in over 92 per cent of the cases, 
the leucorrhoea either disappeared entirely in 62.5 
per cent of the cases, or was noticeably diminished 
in amount in 30 per cent. On the other hand, 
following trachelorrhaphy, the percentage of cures 
was much lower, the rate being 42 per cent, the per- 
centage of cases in which the operation showed no 
effect on the discharge being more than twice as 
high. In the latter group of cases, the endocervicitis 
present was usually only very slight and leucorrheea 
a relatively unimportant symptom, whereas, in the 
former group, the reverse was true. It is claimed, 
therefore, that although the repair of a lacerated 
cervix may render a mild grade of endocervicitis 
more amenable to treatment, trachelorrhaphy 
can not be considered as having any direct 
effect upon the infection present, other than to 
enliven it, and that the presence of a marked 
endocervicitis should be considered a contra -indica- 
tion to its employment. 

Of 148 cases of lacerated cervix, 118, or 80 per 
cent, had dysmenorrhoea before operation. In 62 
per cent of these cases there was noticeable reduction 
in menstrual pain following operation; following 
amputation of the cervix, in 59 per cent the dys- 
menorrhoea was cured or improved and the same 
result obtained in 70 per cent of the cases in which 
trachelorrhaphy was performed. The conclusion is 
reached that lacerations of the cervix bear some 
definite relationship to dysmenorrhoea in multipare. 

In order to compare the fertility of the patients 
after the two operations, only those cases in which 
the occurrence of pregnancy would naturally be 
expected were used; i.e., married women under 40 
years of age at the time of operation, who had borne 
one or more children previously and upon whom no 
operation had been performed which might render 
the occurrence of impregnation unlikely. It was 
found that of this group but 19.4 per cent reported 
fertility following amputation of the cervix, while 
after trachelorrhaphy, 38 per cent of the cases had 
become pregnant. The comparatively high per- 
centage of sterility following amputation of the 
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cervix is explained by the frequent occurrence of 
cicatricial stenosis after this operation, it being 
pointed out that the cicatrix, invariably following 
the operation, occupies a plane perpendicular to the 
cervical canal and in contracting must encroach 
upon its lumen from all directions. Cases are cited 
of complete cervical atresia following the operation, 
with hematometra resulting. 

The influence of amputation of the cervix upon 
the course of subsequent pregnancy is very marked, 
while trachelorrhaphy is apparently without effect 
in this respect. The incidence of premature de- 
livery and abortion is more than doubled after 
amputation of the cervix, less than half of the 
pregnancies occurring after this operation being 
carried to full term. On the other hand, the course 
of pregnancy after trachelorrhaphy is not influenced 
one way or the other. 

More than 60 per cent of the full term deliveries 
after amputation of the cervix were difficult. Fol- 
lowing trachelorrhaphy, 80 per cent of the full 
term deliveries were described by the patients as 
easy labors. The author claims that the rigid cica- 
trix which accounts for the high percentage of steril- 
ity in the former group likewise explains this serious 
influence upon the course of labor. In properly 
selected cases, the therapeutic efficiency of Emmet’s 
trachelorrhaphy is quite as high as that of amputa- 
tion of the cervix and, since the many serious objec- 
tions to the latter operation as regards the sub- 
sequent marital history do not apply, it should be 
considered the operation of choice for women in the 
childbearing period. 


Muret, M.: Symptomatology of Vesicovaginal 
Fistulze (Zur Symptomatologie der Blasen-Scheiden- 
fisteln). Ztschr. f. Geburtsh. u. Gyndk., 1913, lxxiv, 


290. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 
In four cases of vesicovaginal fistula, the author 


noticed an interesting phenomenon. The patients 
could void urine voluntarily in a stream through 
the vagina from a small vesicovaginal fistula. There 
was a partial continence of the bladder, and there 
was no collection of urine in the vagina, as frequent- 
ly happens. When the bladder was filled, the ten- 
sion of its walls, the abdominal pressure, and the 
contraction of the detrusor muscles opened the small 
fistula easier than it could overcome the resistance 
of the sphincter of the bladder, which explained 
the voluntary voiding of urine through the vagina. 
The author believes that this continence is explained 
by the voluntary contraction of the muscles of the 
pelvic floor, which succeeded in closing the fistula 
temporarily; there was, moreover, a certain tonicity 
of the bladder muscles to be considered. 

In all these cases the fistule were relatively high, 
they were small, and their edges were not stiff but 
smooth and pliable. Moreover, at the level of the 
fistula, the mucous membrane of the vagina and 
bladder was separated by a thick layer of tissue so 
that the fistula opened into a small cavity. KELLER. 

















Koch, J. A.: The Dry Treatment of Leucorrhoea 
and Cervical Erosions. Jilinois M. J., 1913, 
XXiV, 330. By Surg., Gynec. & Obst. 

The author states that the etiology of leucorrhoea 
is endometritis, endocervicitis, cervicitis, and vag- 
initis, and that the underlying causes may be 
gonorrhoea, tuberculosis, carcinoma, chlorosis, con- 
stitutional tuberculosis, or constipation. 

He thinks that treatment applied to the interior 
of the uterus is mal-treatment; also that douches 
carry germs to the upper portion of the vaginal canal 
and by softening, make reinfection possible. 

The author’s treatment is as follows: The vaginal 
vault is exposed by a speculum and wiped dry with 
gauze pledgets, then a drachm of the powder is 
poured into the vagina and dusted over the cervix 
and over the vaginal walls as the speculum is gradu- 
ally withdrawn. At the next treatment the moist 
masses are removed and the powder reapplied. 
This treatment is repeated on the fourth, eighth, 
tenth, fourteenth, and eighteenth days. 

In vaginitis in children a glass syringe is used 
to introduce the powder. The powder consists of 
aluminum acetate one part, kaolin two parts, and 
powdered talcum two parts. EuGENE Cary. 


Wiener, S.: High-Frequency Cauterization in 
the Treatment of Urethral Caruncle. JN. Y. 
M. J., 1913, xcviii, 1115. By Surg., Gynec. & Obst. 


The author recommends this method of treatment 
very highly, the technique of which is as follows: 

The caruncle and contiguous mucosa are anes- 
thetized by the surface application of a 5 per cent 
cocaine solution. An ordinary insulated wire elec- 
trode is used with a spark of medium intensity. 
The tip of the electrode is held about one-eighth of 
an inch from the surface of the growth and the spark 
is passed successively over every part of its surface— 
the normal mucosa should be avoided. The entire 
application need not take longer than one minute. 
No pain whatsoever is experienced by the patient, 
provided the cocaine has had sufficient time to act. 
There is no reaction after the effects of the cocaine 
have worn off; in fact, where dysuria and tenesmus 
are present, the very first urination following the 
treatment is less painful than those preceding it. 

To sum up, the advantages of this treatment for 
urethral caruncle are: (1) The ease and painlessness 
of its application; (2) the immediate alleviation of 
dysuria and tenesmus; (3) the absence of local reac- 
tion; and (4) there is no necessity for confining 
patient to bed, as after excision and suture; (5) the 
complete restitutio ad integrum of the mucosa. 

EDWARD L. CoRNELL. 


Fromme, F.: Diverticula of the Urethra (Uber 
Harnréhrendivertikel). Zéschr. f. Geburtsh. u. Gyndak., 
1913, lxxiv, 143. 
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From a study of the literature of the subject, the 
author believes that no authentic case of congenital 
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diverticulum of the urethra has been published, and 
that therefore they must be exceedingly rare. Most 
diverticula arise after contusion of the urethra dur- 
ing labor, when the mucosa and submucosa are 
torn, and a hernial sacculation is formed, in which 
urine collects after every micturition. The diagnosis 
is often difficult and can only be made after repeated 
careful examinations. 

He reports two cases of his own where incontinence 
developed after delivery, caused by post-traumatic 
diverticula. In one case there was a diverticulum 
into which a supernumerary ureter opened. He 
concludes that this diverticulum must have been a 
remnant of Gaertner’s duct. HAGEN. 


Von Franqué, O.: Prolapse of the Ureter Through 
the Urethra, with Remarks About the Histol- 
ogy of (Edema Bullosum (Uber den Vorfall des 
Harnleiters durch die Harnréhre nebst Bemerkungen 
zur Histologie des (Edema bullosum). Monatschr. f. 
Geburtsh. u. Gyndk., 1913, XXxxvili, 115. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


In a case of ureterocele in a young woman, re- 
ported by the author, the prolapsed portion pro- 
truded into the urethra and had become necrotic. 
The case was cured by a suprapubic cystotomy. 
Cystoscopical examination revealed a_ papilloma 
which might have been the cause of the prolapse. 
A bullous cedema, which surrounded the ureter, 
was composed of oedematous papillae, analogous to 
the hydatid mole. The disease occurs most fre- 
quently with congenital atresia of a double ureter, 
only nine cases being found with a simple ureter, 
among 35 such cases. It is seen also, however, in 
congenital stenosis of the urethral ostium, followed, 
in the course of years, by an atresia. To the latter 
class belong the recently operated cases; all the 
former ones soon died. 

The chief dangers attending the disease are 
ascending infections of the urinary ducts from 
obstruction of the urethra, necrosis, and sloughing 
of the prolapsed structures (cystitis, hydrone- 
phrosis, pyelitis). It is especially dangerous during 
pregnancy in consequence of a swelling of the 
mucosa. So far, five cases have been cured by opera- 
tion, although a correct diagnosis was not rendered 
in a single case. The diagnosis can be made by 
cystoscopy only when a ball-shaped elevation 
exists at the ureteral termination, which is covered 
by a normal visceral mucous membrane, and which 
enlarges or decreases corresponding to pressure and 
position. As these signs are absent in cases of rup- 
ture of the ureterocele, bullous cedema, etc., they are 
frequently thought to be tumors. The treatment in 
extensive prolapses is suprapubic cystotomy, com- 
plete removal and suturing of the ureteral and 
visceral mucous membranes. The results of this 
treatment are very satisfactory. 

Smaller prolapses are treated by endovesical 
incision of the stenosed orifice. The vaginal method, 
with incision of the posterior urethra according to 
Simon, is rejected on account of the difficulty of 
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bringing into view the affected structures and the 
liability of interference with urinary continence. 
The author considers the stenosis an arrested de- 
velopment, because, during feetal life, the ureteral 
ostia are at first very narrow and later widen con- 
siderably. PEITZSCH. 


Urinary Fistule (Uber Harnfis- 
Geburtsh. u. Gyndék., 1913, xviii, 


Minakuchi, K.: 
teln). Beitr. 3. 
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In the Freiburg Gynecological Clinic from 
October, 1907, till March, 1912, there were 45 cases 
of urinary fistula, 34 of them being fistule of the 
bladder and 11 of the ureter. The cases were tabu- 
lated, showing age, cause, and preceding operations 
for fistula, time of appearance of the fistula, kind 
and size of the fistula, operation, result, and further 
course. 

Of the bladder fistulae there were three purposely 
produced through the abdominal wall, 15 from 
obstetrical injuries and 16 gynecological ones. Of 
the obstetrical injuries, 11 were in head presenta- 
tions, with 8 forceps operations and perforation. 
Whether it was caused in individual cases by pres- 
sure necrosis or by tearing could not always be 
decided — anomalies in the pelvis were sometimes 
the cause. 

Of the 16 gynecological cases there were 12 post- 
operative bladder fistule (1 urethral fistula and 11 
vesicovaginal fistulz), 3 purposely produced fistule 
through the abdominal wall, and 1 fistula from a 
pessary. The fistula originated nine times after 
Freund-Wertheim’s operation for carcinoma of the 
cervix, once after anterior colporrhaphy, twice 
after vaginal and abdominal total extirpation. 
Suture is the only treatment recommended by the 
author for fistula. Those occurring during labor 
should be sutured immediately; otherwise there 
should be a delay of six to eight weeks after de- 
livery. Frequently a careful preliminary treatment 
is necessary for inflammations or cystitis. To widen 
the vagina, which is often contracted, paravaginal 
incisions, either in the median line or on the sides, 
may be used. In the smaller fistulae formation of 
flaps and suture may be used. The edges of the 
fistula are excised and the vaginal wall dissected 
from the bladder outward 0.5 to 1.5 cm. 

The suturing, if possible, should be done in three 
layers. Larger fistula and defects in the urethra are 
covered by transplantation of flaps from the vaginal 
mucous membrane. The vaginal defect is repaired 
by suture or transplantation of flaps from the 
neighboring tissue. 

In defects of the cervix the anterior vault of the 
vagina is split transversely and the bladder separated 
from the cervix by the formation of flaps. Once the 
abdominal route was chosen, and by suturing the 
parietal peritoneum to the uterus and the broad 
ligament the field of operation was brought outside 
the peritoneum. Of the 34 cases,“23 were treated 
by operation; 21, or 91.3 per cent ‘were cured, and 
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2, or 8.7 per cent improved. In these cases the 
treatment is not yet finished. There were 11 cases 
of fistula of the ureter, which were also analyzed as 
to location, origin, etc. Of the 6 cases operated on, 
there was vaginal transplantation of the ureter into 
the bladder in 4 cases — three of which were cured 
and one not; abdominal transplantation in one case, 
ending in death; and plastic operation on the ureter 
in one case being without result. As a prophylactic 
measure, in injuries of the ureter during operations, 
an immediate exact transplantation into the bladder 
is recommended. MERTENS. 


MISCELLANEOUS 


Bell, W. B.: The Relation of the Internal Secre- 
tions to the Female Characteristics and 
Functions in Health and Disease. Brit. M. J., 
1913, li, 1274. By Surg., Gynec. & Obst. 


Discussing first the production of the female 
characteristics and functions, the author believes 
that only where the whole endocrinus system is in 
perfect harmony and acting efficiently may the 
genitalia become functionally active at puberty, on 
condition, of course, that these organs are morpho- 
logically normal at birth. Thyroid or pituitary 
insufficiency may cause the genital organs to remain 
infantile, and diseases of these structures may cause 
retrogression in the genitalia even after they have 
functionated normally. The development of the 
gonads and uterus causes retrogression in the 
thymus, and as a result of the withdrawal of the 
thymus secretion the genital organs develop—both 
theories being thus upheld. 

That the ovary alone is not responsible for the 
changes at puberty or for the integrity of the geni- 
talia is shown by many facts, both experimental and 
clinical. The pituitary body is undoubtedly of 
influence here, and Bell regards this body as one 
organ, though which portion of it possesses the 
genital influence is not yet clear. Removal of the 
thyroid in producing atrophy of the uterus reveals 
a further influence not to be disregarded. 

Taking up derangements in the development of 
the genital organs and their functions, the author 
first discusses precocious puberty. While in the 
male this appears in conjunction with diseases of 
the suprarenal and pineal glands, in the female it is 
seen oftenest where the ovary is affected. Hence, 
Bell argues that this phenomenon in girls is associat- 
ed only with tumors or hyperplasia of the gonads. 

Delayed puberty, on the other hand, being due 
to so many causes apart from the internal secretions, 
is with difficulty proven to result from ovarian dis- 
turbance. Under-development of the ovary is more 
apt to be a correlated condition. Practically, it 
appears that the thyroid and pituitary, in associa- 
tion with the ovaries, are the factors most concerned 
in the final development of the female genital 
organs. Attention is called, too, to a practical point 
in treatment, that unless genital activity be aroused 
during the period of change, before twenty years, it 
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is impossible sufficiently to control metabolism in 
order to produce the effect desired. 

Under the general heading of derangements of the 
fully established genital functions, the question of 
ovarian insufficiency is discussed at length. While 
there is no real evidence that ovulation does not 
occur during pregnancy or that ovarian secretion, 
apart from that of the corpus luteum, is in abeyance, 
Bell suggests that if such is the case, other organs 
of internal secretion, as the thyroid and pituitary, 
may be subjected to considerable strain, the original 
cause of hyperplasia in these structures. The author 
strongly favors autogenous ovarian grafts, as the 
only ones of any use; thin, flat pieces, without cor- 
tex, being employed. Ovarian transplantation at 
best is only a mitigation of the artificial menopause. 

Excessive ovarian secretion is expressed by an 
increase in sexual activity in certain types and by 
osteomalacia. It is probable that very soon in- 
jections of suprarenal and pituitary extract will be 
found efficient as controls in such hyperfunction. 

Bell does not concur with the theory that eclampsia 
is caused by thyroid insufficiency. 

Pituitary excess is more apt to produce mascu- 
linity and amenorrhcea in woman than excessive 
sexuality, as it does in the male, with a strong 
tendency toward sterility. Pituitary insufficiency 
shows expression also in amenorrhoea or scanty 
menstruation. As far as the genitalia are concerned, 
this is also the chief symptom in functional dis- 
turbances of the suprarenal glands. 

CAREY CULBERTSON. 


Herzog, H.: Involution Forms of the Gonococ- 
cus Neisser; and Their R6le as Intra-Epithelial 
Cell Parasites (Uber die Involutionsformen des 
Gonokokkus Neisser und ihre Rolle als intraepitheliale 
Zellparasiten). Virchow’s Arch. f. pathol. Anat., etc.. 
Berl., 1913, ccxi, 243. 
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The dissertation of the author considers the gono- 
coccus from its biological, pathological, and clinical 
behavior and confirms the observations of the 
earlier investigators, especially Wertheim. Chronic 
gonorrhceal disease processes are due to the fact that 
gonococci are devoured by leucocytic microphages 
as well as by mucous membrane epithelial cells. 
The phagocytosis does not necessarily lead to a 
complete annihilation of the germs but may stop 
when the bacterial elements are still visible although 
morphologically deformed and weakened. The 
result is a condition of symbiotic adaptation between 
epithelial cells and incompletely bacteriolyzed germ 
elements, which morphologically do not any longer 
resemble the gonococcus. The involution forms, 
the morphology of which is minutely described, re- 
semble, on cultures and in the cells of the mucosa, 
the vaccine excitors described by Von Prowazek. 

ScHURER. 
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Porchownik, J. B.: Transference of Pain in 
Diseases of the Genital Organs (Ubertragen der 
Schmerzempfindungen bei Erkrankungen der Geni- 
talsphire). Monatschr. f. Geburtsh. u. Gyndk., 1913, 
XXVili, 719. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

Diseases of the female genitalia are accompanied 
by reflex pains in various locations, particularly in 
the lower extremity and the pelvis. The sympathet- 
ic plexuses of the uterus and adnexa are located in 
the latter. The reflex pains in the so-called endo- 
metritis dolorosa are especially severe, but they also 
occur in odphoritis, retroflexion of the uterus, etc. 
These pains are caused by anastomoses between the 
plexus of the body of the uterus and the first and 
second spinal nerves from the sacral plexus. 

Pain in the bladder, the so-called cystospasm, and 
in the kidneys and gall-bladder are also explained 
by anastomoses of the sympathetic plexuses with 
each other and with the plexus of the body of the 
uterus. This also gives rise to the reflex cough 
(uterine cough of Auvarel). Attacks of neuralgic 
pain in the region supplied by the trifacial are 
interesting. Only certain areas of the skin of the 
face are painful, the so-called hyperalgesic zones. 
The irritation of the genital organs is transferred 
through the solar plexus to the cervical plexus of 
the sympathetic, and from there to the posterior 
roots of the spinal nerves and the trifacial. 

GINSBURG. 


Albers-Schénberg: Réntgen Ray Treatment in 
Gynecology (Réntgentherapie in der Gynikologie). 

Tr. Internat. Cong. Med., Lond., 1913, Aug. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Deep X-ray treatment in gynecology arose from 
the fact that the rays have a decidedly harmful 
effect on the male and female sexual glands. The 
effect on myoma is primarily exercised through the 
ovaries, but, in a considerable percentage of cases, 
there is a direct effect on the tumor cells, manifested 
by decrease in size or even disappearance of the 
tumor. The symptoms caused by the myoma im- 
prove markedly or disappear entirely. The hemor- 
rhage is changed to the normal menstrual type; 
oligomenorrhcea or amenorrhcea is obtained, and 
the general health is improved. 

The symptoms of the artificial menopause are 
generally mild; the percentage of complete recoveries 
high; permanent results are certain in suitable cases. 
A certain number of myomas resist treatment and 
not all are suited for X-ray treatment. The narrow- 
est and broadest interpretations of the indications 
for the treatment are set forth and are generally 
recognized. A greater number of cases are excluded 
after operation than before. The danger to the 
skin may be reduced to a minimum by suitable 
technique. The future must decide whether late 
injuries are to be feared. 
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PREGNANCY AND ITS COMPLICATIONS 


Huffman, O.V.: A Theory of the Cause of Ectopic 
Pregnancy. J. Am. M. Ass., 1913, lxi, 2130. 
By Surg., Gynec. & Obst. 


The author described a very remarkable specimen 
of ectopic pregnancy removed at necropsy. The 
entire uterus, tubes, and ovaries were examined 
with a view to finding some confirmation of the 
inflammation or obstruction theories. The results 
were negative, but he found two supernumerary, 
but rudimentary, fallopian tubes, one attached to 
each of the fully developed, apparently normal 
tubes which enabled him to offer an explanation for 
the tubal pregnancy. He inferred that early in 
the embryological development of the individual, 
there was a duplication of the Miillerian ducts and 
that, with the subsidence in the growth of one pair, 
those portions which should have formed a second 
uterus, with all the factors that determine an im- 
plantation area, became fused as “rests” within 
the walls of the tubes, which went on to full de- 
velopment. Such a “rest” permitted the ovum to 
embed. His working hypothesis was thus formed; 
viz., that ectopic pregnancy is determined by an 
anomalous embedding area. 

In further support of his theory, the author has 
examined sixty-eight specimens of tubal pregnancy, 
and with the difficulties of examining torn and often 
incomplete material, with the task of distinguishing 
shreds of tissues, chorionic villi, blood-clots, etc., 
he found a malformation in 54 per cent of the cases, 
as follows: 

1. Six had large irregular diverticula which could 
not have been caused by the growth of the ovum. 

2. Five had accessory ostia. 

3. Three were associated with anomalies of the 
opposite tube. 

4. Two presented small cysts, to which were 
attached accessory tubes. 

5. Two had accessory ovaries. 

6. One had an anomalous tubule attached to the 
broad ligament. 

7. Five had accessory tubes. 

8. Nine were simple dilatations of the tube by 
the growth of the ovum. 

g. One showed a most unusual anomaly, a tube 
within a tube. 

10. Three showed nests of decidua-like cells. 

All of the anomalies found were examined mi- 
croscopically in order to prove definitely their 
exact nature. A true decidual membrane was found 
in none of them. The ovum, when still in situ, 
was found embedded beneath the mucosa, which, 
with the blood-clot, covered it on the side next to 
the lumen of the tube, while on the side next to 


the muscularis it was attached to a rich layer of 
cells derived from the trophiderm, which had in- 
vaded the maternal tissues. This evidence, be- 
sides the negative findings in regard to any ob- 
struction or inflammation, is sufficient to warrant 
the establishment of the anomalous-embedding- 
area theory, the most logical of all the explanations 
for ectopic pregnancy. It is the most logical be- 
cause it rests primarily on the mutual relation of 
the fecundated ovum and embedding site. The 
other theories, with the exception of Webster’s, 
lose sight of this very essential mutual relation 
which obtains in the normal physiology of embed- 
ding. The theory of anomalous-embedding-area 
is not out of harmony with all the facts, both clinical 
and pathological. It is not illogical like the in- 
flammation theory; inflammation, which is a rec- 
ognized cause of non-embedding in the uterus, 
becomes, according to this inconsistent theory, an 
auxiliator of embedding outside of the uterus. 
Nor is it illogical, like the obstruction theory, ac- 
cording to which, if it were consistent, a fecundated 
ovum, caught in the cervix uteri or vagina, should 
go on and embed there. Epwarp L. CorneELL. 


Mall, F. P., and Cullen, E. K.: An Ovarian Preg- 
nancy Located in the Graafian Follicle. 
Surg., Gynec. & Obst., 1913, xvii, 698. 

By Surg., Gynec. & Obst. 


The author reports a case of ovarian pregnancy 
in which an ovum six weeks old was found within 
the graafian follicle. The diagnosis was difficult 
on account of the misleading statements of the 
patient. The specimen is of great scientific value, 
for it is shown conclusively that the ovum had 
lodged itself in the graafian follicle, undoubtedly 
in the one from which it came, indicating that the 
sperm must have entered the follicle after it had 
ruptured. The fertilized ovum then found lodg- 
ment in the follicle, around which the corpus luteum 
developed. As in other cases which have been re- 
ported, no decidua was formed, which demonstrates 
fully that the decidua is not of embryonic origin. 


Seitz, L.: Galvanic Irritability of Muscle in 
Pregnancy; and Tetany During Pregnancy 
(Uber galvanische Nervenmuskelerregbarkeit und 
iiber Schwangerschaftstetanie). Mitinchen. med. 
Wchnschr., 1913, |x, 849. 

By Zentralbl. f. d. ges. Gynak. u. Geburtsh. s. d. Grenzgeb. 


Having observed that tetany is characterized by 
an increased mechanical and electrical irritability of 
the peripheral nerves, and that this disease is 
particularly frequent in pregnant women, Seitz 
decided to subject the galvanic irritability of the 
nerves to an accurate test. 
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He found that the cathodal closing contraction 
of the median nerve in non-pregnant women ap- 
peared on the average with 1.3 milliamperes, and 
in only to per cent of the cases did it appear below 
o.g ma. In pregnant women, on the contrary, it 
appeared below o.9 ma. in 80 per cent of the cases. 
Therefore, in 80 per cent of all pregnant women 
there is a slight increase of the galvanic irritability. 
This reaches the highest degree during labor and 
disappears gradually during the puerperium. In 
about 10 per cent of cases during labor the cathodal 
closing contraction appears at o.1 to 0.3 ma., that 
is, there is what may be called a subtetanic condi- 
tion. 

That these results have a certain degree of prac- 
tical value is shown by the case of a pregnant woman 
whose symptoms were slight at first and who was 
considered asthmatic at the time. Later, when 
muscular symptoms began to appear, pronounced 
nervous asthma and other nervous symptoms ap- 
peared — the result of her subtetanic condition. In 
her case the cathodal closing contraction of the 
median appeared at 0.2 ma. The author believes 
that what is commonly called the nervousness of 
pregnancy is often really a condition of subtetany 
—he calls it parathyrotoxicosis. Therapeutically, 
pantopon has been used with good effect and 
thyreoidin with somewhat less effect. BorELt. 


Gellhorn, G.: Exophthalmic Goiter and Preg- 
nancy. Am. J. Obst., N. Y., 1913, lxviii, 1132. 
By Surg., Gynec. & Obst. 

Gellhorn discusses the effects that pregnancy has 
upon exophthalmic goiter and comes to the following 
tentative conclusions: 

1. The complication of pregnancy and exophthal- 
mic goiter, while comparatively slight in some cases, 
may constitute a grave danger to the life of the 
mother. 

2. If the manifestations of Graves’s disease are 
aggravated in spite of medicinal and other con- 
servative treatment, interruption of the pregnancy 
is indicated without delay. 

3. The quickest and, therefore, best method of 
interruption is by means of vaginal cesarean section. 

4. Spinal anesthesia is preferable to any other form 
of anesthesia in that it reduces the dangers from any 
operation on patients from exophthalmic goiter. 

5. Girls with well-developed hyperthyroidism 
should be advised against marrying. 

6. If Graves’s disease has appeared after marriage, 
conception should be prevented. 

7. If vaginal section be performed, tubal steriliza- 
tion should be added. N. Sproat HEANEY. 


Eckelt, K.: Kidney Function During Pregnancy 
(Uber die Nierenfunktion in der Schwangerschaft). 
Zischr. f. Geburtsh. u. Gynak., 1913, lxxiv 


V, 434- 


By Zentralbl. f. d. ges. Gynak. u. ’Geburtsh. s. d- Grenzgeb. 


Eckelt tested the kidney function as to the excre- 
tion of water, sodium chloride, and nitrogen, in three 
normal pregnant women and in seven cases with the 
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kidney of pregnancy, two of which ended in eclamp- 
sia. The water, salt, and nitrogen content was 
determined approximately according to tables and 
used to determine the balance of metabolism, to- 
gether with the average values of the nitrogen of 
the faces and the water excreted as perspiration. 
To test the adaptability of the kidney it was over- 
loaded with 1 to 1% liters of water, 10 gms. salt, 
and 20 gms. artificial urea, containing 10 gms. nitro- 
gen; the concentration test on a dry diet was also 
carried out. 

The examination of the kidneys of the healthy 
pregnant women by these methods showed no func- 
tional difference from those of healthy, non-preg- 
nant women; neither was any increase in diuresis 
noted toward the end of pregnancy. The kidney of 
pregnancy, diagnosed from the high albumin con- 
tent of the urine and the appearance of cedema 
during the second half of pregnancy, showed 
insufficiency in the excretion of water and salt, and 
functionally resembled the so-called tubular nephri- 
tis described by Schlayer. A fixation of the specific 
gravity such as is peculiar to some forms of nephritis 
could not be shown. 

In both the cases complicated by eclampsia there 
was a sinking of the salt excretion, which in the 
future may be regarded as a sign of an approaching 
attack of eclampsia. Because of the insufficiency of 
the kidney of pregnancy for the excretion of water and 
salt, the fluid given should be limited and the diet 
should be poor in salt. A pure milk diet is not suitable 
because of its high water content. The results of 
the cases treated in this way, disappearance of the 
oedema and fall in the blood-pressure, argue for the 
correctness of this theory. BIENENFELD. 


Stoeckel: Pyelitis in Pregnancy (Pyelitis gravida- 
rum). Miinchen. med. Wehnschr., 1913, |x, 2147. 
By Zentralbl. f. d. ges. Gynak. u. Geburtsh. s. d. Grenzgeb. 


The author reports two cases of the above. 
Examination of the urine of the first case showed in- 
fection of the urinary tract with colon bacilli, and 
a diagnosis of pyelitis was made; the symptoms 
were very severe and the general condition was bad; 
the kidneys were very painful on pressure and 
increased in size. The pregnancy was in the fifth 
month and continuous irrigation of the kidney for 
weeks, with intervals of a day or two, resulted in 
recovery and maintenance of the pregnancy. This 
case shows that often, in almost hopeless cases, 
success is attained by irrigation of the kidney. It 
frequently has to be repeated very often in order to 
overcome the intoxication by removing the badly 
infected urine. 

In the second case a mistaken diagnosis of perity- 
phlitis, which is very frequently confused with 
pyelitis, had been made. A single irrigation of the 
kidney sufficed in this case. Early diagnosis is the 
most essential thing to success in curing the pyelitis 
and maintaining the pregnancy. In any febrile 
condition, with local tenderness on pressure in the 
region of McBurney’s point, and pain in the kidney 
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region, either on one or both sides, there should be 
an immediate bacteriological examination of urine 
removed from the bladder with a catheter. If colon 
bacilli are found, in pure culture or associated with 
other bacteria, the diagnosis is tolerably certain; 
catheterization of the ureters will remove all doubt. 
It is doubtless true that expectant treatment with 
rest in bed and regulation of diet often succeeds; 
but it is just as certain that during the delay of 
the expectant treatment many cases get so much 
worse that the kidney tissue itself becomes diseased, 
and either surgical operation on the kidney be- 
comes necessary or the pregnancy ends in abortion. 
Success in guarding the kidney from infection and 
maintaining the pregnancy can only be secured 
by changing at the right time from the medicinal 
and dietetic treatment to irrigation of the pelvis of 
the kidney. RUNGE. 


Essen-MGller, E.: Present Treatment of Eclamp- 
sia (Einige Worte iiber die Eklampsiefrage heutzu- 
tage). Allm. sven. Lékartidn., Stockholm, 1913, x, 841. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The author gives a short review of the different 
theories in regard to eclampsia; he believes it is an 
intoxication originating in the ovum, which should 
therefore be removed as soon as possible. He points 
out the fallacies in the arguments of those authors 
who oppose prompt delivery and believe in going 
back to old conservative methods of treatment. 

In 31 cases he obtained exact information as to 
the time of the appearance of the first symptoms. 
The shortest was one day, and the longest eight to 
nine months, before the onset of the convulsions. 
In the cases of eclampsia during labor there were 
distinct symptoms at least 10 hours before delivery. 
Although he believes decidedly that it is an intoxica- 
tion, he has seen mild cases recover spontaneously — 
25 cases out of 53. He treats the cases according to 
individual indications; the mild ones expectantly, 
the severe ones actively. Up until 1908 his total 
mortality was 9.76 per cent; in 1913, this figure rose 
to 13.6 per cent. In 63 cases, 42 children were born 
living and 21 dead; five were dead before birth; one 
died immediately afterward from a severe malfor- 
mation. The result in 57 cases was: 15 dead chil- 
dren, or 26.3 per cent; of these, 8 weighed less than 
2000 gms.; of the living children, 12 per cent died. 

He discusses the prophylaxis and treatment of 
eclampsia, and says that all cases should be given 
hospital treatment. He does not commend Stroga- 
nofi’s treatment, which he says is irrational. He is 
favorably inclined toward blood-letting, but not 
decisively so. ByJORKENHEIM. 


Engelmann, F.: Compromise Between the Rad- 
ical and Conservative Treatment of Eclamp- 
sia (Uber den Wert der “Therapie der mittleren 
Linie” bei der Behandlung der Eklampsie). Med. 
Klin., Berl., 1913, ix, 1582. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author reports the results of the treatment of 
eclampsia in the municipal gynecological clinic of 
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Dortmund. They have decidedly improved since 
radical early delivery has been given up. Under 
the old treatment, he lost 3 out of 47 cases, 6.3 per 
cent; in a series of 28 cases under the new treatment 
he has lost none. These results correspond to those 
of the Leipzig clinic. It is not advisable, however, 
to give up all attempts to influence delivery. 

A combination of expectant treatment with rapid 
delivery gives better results for the child. Of the 
last 47 viable children in cases of eclampsia, the 
author lost only 4, one of those from an injury during 
delivery. This gives a mortality of 9.3 per cent, in 
contrast with 21 to 41 per cent from the purely 
expectant treatment. 

The author’s treatment is a middle course between 
the extremely conservative and the extremely 
radical treatment. It is as follows: The patient is 
isolated and kept free from all external irritation; 
all operative procedures are carried out under 
chloroform narcosis. An abundant quantity of 
blood is immediately withdrawn, followed by 
infusion; chloral enemata are given at regular 
intervals. Delivery is hastened by dilatation of the 
os or the use of the metreurynter; artificial delivery 
is performed as soon as it can be done without 
danger. RUNGE. 


Hussey, A.: The Indications for Cesarean Section, 
Found in a Series of Forty-Four Cases from the 
Gynecological and Obstetrical Service of the 
Brooklyn Hospital. Long Island M. J., 1913, 
vii, 462. By Surg., Gynec. & Obst. 


From a series of 44 cases the author summarizes 
under nine headings the indications and contra- 
indications for cesarean section, as follows: 

1. In pelvic deformity obstructing labor, he 
states that disproportion between the diameters 
of the head and those of the birth canal is the 
commonest indication for cesarean section and in 
the above series he has operated for this complica- 
tion 26 times. He describes the degree of dispro- 
portion as absolute, when the difference between 
the diameters of the head in a favorable position 
and the diameters of the pelvis is so great that 
engagement cannot take place; relative, when the 
opposing diameters are such that engagement may 
or may not take place according to the moldability 
of the head and the character of the labor; apparent, 
when an abnormal position prevents the small 
diameters of the head from engaging with the 
small diameters of the pelvis. The pelvic diameters 
most frequently at fault are the true conjugate, the 
transverse, and anterior posterior of the outlet. 
He states in a general way that with a true con- 
jugate of 714 cm. or less and a normal baby the 
indication for caesarean section is absolute and with 
a larger conjugate the indication may or may not 
arise according to the disproportion that exists, 
the amount of molding that takes place, and the 
physical condition of the mother and child. 

2. Under the group of mechanical obstruction 
by diseased conditions of the pelvic soft parts. 
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the author mentions tumors, cicatricial contrac- 
tions, and inflammatory thickening of the pelvic 
soft parts and states that in the 44 cases, he has 
operated five times for these conditions. He believes 
that ovarian cysts complicate labor about once in 
3,000 cases and advises removing the cyst at the 
beginning of labor, or if this is impossible, he recom- 
mends a cesarean section. 

3. In the cases of ventral or vaginal fixation 
dystocia, the author does not advise casarean sec- 
tion except when a rapid termination of labor is 
necessary and suggests in the less urgent cases, the 
releasing of the band of adhesion by laparotomy 
and allowing patient to go to term, or the doing of 
an anterior vaginal hysterotomy. 

4. He reports two cases of rupture of the body 
of the uterus in the series and two cases of con- 
traction ring dystocia. 

5. Cesarean section may be indicated in elderly 
primipare, who are having prolonged and ineffective 
labors, and in whom the conditions of the soft parts 
are such that forced vaginal delivery would be 
injurious to the baby. There was one such case in 
the series. 

6. He reports two cases of eclampsia, in which the 
general condition of the mother necessitated rapid 
delivery and states that, at the present time, the 
operation for this condition is sometimes indicated, 
and that it may be done in the interest of the child, 
providing the mother’s condition is favorable or 
when there is good reason to suppose that the 
baby can be saved by no other means and when 
a condition exists that would necessitate its applica- 
tion in the interest of the mother, irrespective of 
the eclampsia. 

7. He reports four cases of placentia previa and 
suggests that cesarean section be used in severe forms 
of placenta previa, where the child is in good condi- 
tion, the mother not infected, the period of utero- 
gestation over eight months, and the condition of 
the pelvic soft parts such, that.easy delivery cannot 
be accomplished by the vaginal route. 

8. The author reports only one case of heart 
disease in the entire series. 

In conclusion, the author says, ‘‘ When indications 
for cesarean section exist, we must recognize them 
promptly, and having recognized them, it is our 
duty to earnestly urge its claim and to so handle 
our patients that when the necessity arises the 
operation may be done with the least possible risk,” 
and further adds that the result of cesarean section 
does not lie wholly in the hands of the operator, 
but largely in the hands of the man who has pre- 
ceded him. Ws. D. Puiturs. 


Davis, A. B.: Czsarean Section; a Study of a Con- 
secutive Series of Cases. Am. J. Obst., N. Y., 
1913, Ixviii, 1017. By Surg., Gynec. & Obst. 

Davis reports an additional 46 cases to the series 
of 147 previously reported cases and studies the 
results of the combined series of 193 consecutive 
cases operated by him since 1901. Of these cases, 
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174 mothers, or 90.2 per cent, including 5 convales- 
cent cases, recovered, while 19, or 9.8 per cent, died. 
Of the 19 deaths 15 occurred in the first 100 cases. 
Twelve of the 19 deaths were due to sepsis, 9 of 
which are ascribed to the attendance prior to the 
patient’s entrance to the hospital. In all, 196 
infants were delivered — twins in 3 instances; 164, 
including 4 still in the hospital, or 84.1 per cent, 
survived the puerperium; 31, or 16.9 per cent, were 
stillborn or failed to live; of the 31, 11 were still- 
born. The majority of the deaths subsequent to 
delivery were due to prematurity. 

In reviewing the results obtained in the various 
affections necessitating the sections, the author 
states that 15 sections were performed for eclampsia; 
all the patients were either having convulsions or 
were in coma; 12 were primipare; none were in 
labor, scarcely any of them were at full term. 
Eleven, or 73.3 per cent, of the mothers recovered; 
4, or 26.7 per cent. of them died. Five children 
were delivered of the 4 mothers who died; 4 of 
them lived. In all, 17 children were delivered 
from the 15 mothers; one set of twins and a pre- 
mature foetus were stillborn; three other babies died 
during the puerperium, making a combined foetal 
mortality of 6, or 35.3 per cent. Eleven babies, or 
64.7 per cent, were dismissed in good condition. 

Three of the cases had a rupture of the uterus in a 
subsequent labor; in one case both mother and child 
died; in the other two, both survived. Davis con- 
siders that the dangers of a rupture of a section scar 
is a real danger and that the patient should be care- 
fully watched during pregnancy, and that a section 
should again be performed at term or in the first 
part of labor. N. Sproat HEANEY. 


Davis, E. C.: Report of Czsarean Sections Done 
During Past Year. J. M. Ass. Ga., 1913, iii, 260. 
By Surg., Gynec. & Obst. 

The author reports that in performing five vaginal 
cesarean sections during the past year he lost one 
case from profound toxemia and ether used in the 
anesthetic. He had four abdominal sections with- 
out maternal mortality. A premature child de- 
livered of an eclamptic mother was delivered alive 
but did not survive. 

In one case fibroid tumors in the lower uterine 
segment necessitated the operation; in another a 
narrow pelvis, which prevented the head from engag- 
ing after three days’ labor, demanded the operation. 
Another woman had a Pott’s disease, affecting the 
lumbar, with marked kyphosis and a very narrow 
inlet. The fourth woman was eclamptic and had a 
conjugate of only three and one-half inches. 

C. H. Davis. 


McPherson, R.: Treatment of Placenta Przvia by 
Ceesarean Section; When, if Ever, is It Justi- 
fiable? Am. J. Obst., N. Y., 1913, Ixviii, 1140. 

By Surg., Gynec. & Obst. 


Of 470 cases of placenta previa treated in the 
New York Lying-In Hospital since 1891, 19 cases 
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since 1905, were treated by Cesarean section by six 
different operators. No case had more than two 
fingers dilatation and all had lost much blood. One 
mother died, or a mortality of 5.3 per cent. Two 
children were stillborn and three died before leaving 
the hospital, a foetal mortality of 5, or 26 per cent. 
McPherson believes that when the patient is a 
primipara, whether the placenta is marginal or cen- 
tral, or a multipara, with the placenta central, if the 
cervix is rigid or not easily dilatable, that cesarean 
section is the operation of choice in competent hands 
and good surroundings, providing that the child is 
viable and the mother offers the ordinary safe 
operative risk. N. Sproat HEANEY. 


Crossen, H. S.: The High, Short Incision for 
Cesarean Section. Jnterst. M. J., 1913, xx, 1143. 
By Surg., Gynec. & Obst. 

The author reports a case in which the high 
incision was used. The advantages of this incision 
are as follows: 

1. There is less extensive handling of the perito- 
neal surfaces; hence, less shock and less danger of 
infection. 

2. The incised uterus drops away from the 
abdominal incision, thus preventing adhesions, 
which have proven a serious matter in some cases 
operated on by the usual incision. 

This incision cannot be used when there is a 
possibility of removing the uterus for infection. 

Epwarp L. CorNELL. 


Benthin, W.: Treatment of Febrile Abortion 
(Zur Behandlung des fieberhaften Aborts). Zéschr. f. 
Geburtsh. u. Gynak., 1913, Ixxiii, 832. 

By Zentralbl. f. d. ges. Gynak. u. Geburtsh. s. d. Grenzgeb. 


In view of the widely varying reports as to results 
from Winter’s conservative treatment of retained 
ovum and remnants of placenta, as well as febrile 
abortion, especially when hemolytic streptococci 
are present, he has had collected the 200 cases of 
febrile abortion treated according to these principles 
in his clinic since 1909, and Benthin reports them, 
with detailed descriptions of the clinica] course and 
bacteriological findings. 

The bacteriological examination is limited to that 
of the vaginal secretion by means of smears on 114 
per cent grape-sugar blood-agar plates and on 
glycerine blood-agar plates. The blood examination 
was made in fluid nutrient media, generally with 
grape-sugar bacilli. Anaérobic bacteria were demon- 
strated in Burkhardt’s tubes by means of Schott- 
miiller’s agar culture, modified by Sachs. He shows 
that active treatment is much more dangerous, even 
when hemolytic streptococci are not present, by 
the results of 152 cases of uncomplicated febrile 
abortion. The total morbidity was 14.5 per cent, 
mortality 2.6 per cent; 77 of them were treated 
actively, with a morbidity of 23.3 per cent, mortality 
5 per cent; 42, expectantly, with 4.7 per cent mor- 
bidity and no mortality; 33, first expectantly and 
then actively, with a morbidity of 3 per cent and no 
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mortality. The prognosis was found to depend to a 
marked degree on the kind of bacteria present. In 
the presence of a hemolytic streptococci, the 
morbidity and mortality was higher than with 
a hemolytic staphylococci, colon bacilli, and vaginal 
bacilli, but in proportion to the total average it was 
comparatively low. His 48 cases of febrile abortion 
infected with hemolytic streptococci he managed 
separately, according to whether they were treated 
inside or outside the clinic, and whether they were 
complicated or not. The results were as follows: 
Under active treatment, of 16 uncomplicated cases 
1 recovered immediately; 6 after two or three days 
fever; 2 had pyemia and 2 parametritis; 5 died, two 
each of peritonitis and acute sepsis and one of acute 
septic thrombophlebitis; of three complicated cases 
one died of pyemia, one of peritonitis, and one 
recovered after a long illness. The total morbidity 
of this group was 62.2 per cent, mortality 36.7 per 
cent, or, deducting the complicated cases, 56.3 and 
31.2 per cent. Of 11 uncomplicated cases, treated 
purely expectantly, three were slightly sick; of two 
complicated cases, one was slightly sick and one 
died. Of seven uncomplicated cases, treated ex- 
pectantly and then actively, one was severely sick of 
pyzmia and one of parametritis. 

There were no complicated cases treated in this 
group, so that the morbidity for the expectant and 
expectant-active treatment was only 27.8 per cent 
and the mortality none. Outside the clinic, two 
uncomplicated and two complicated cases were 
treated actively; the first two recovered quickly, the 
latter two died. Of five complicated cases of 
spontaneous abortion treated outside the clinic, 
expectantly, one was mildly and one severely sick, 
and two died. 

The important question in practice as to whether 
any harm is done by the expectant treatment, the 
author answers negatively for some cases; in others 
he leaves it an open question, considering his one 
case of pyemia, and he also leaves undecided the 
question as to whether active treatment would have 
been better in this case. He emphasizes the fact 
that in two-thirds of his cases, under expectant 
treatment, the uterus was evacuated spontaneously, 
three times on the first day, five times on the second, 
and once each on the third, fourth, and tenth days. 
Moreover, that in the active treatment there was 
generally a marked change for the worse, while in the 
expectant treatment, with the exception of the one 
case of pyemia, there was rapid decrease in the 
symptoms which had often lasted for a long time, 
such as fever, chills, and hemorrhage. There should 
always be strict rest in bed, ergot medication, regu- 
lation of diet, and avoidance of all injuries, among 
which examination is counted. 

The author thus has a total morbidity of 62.2 per 
cent and mortality of 36.7 for actively treated cases, 
as against 48 per cent and 16 per cent for the expect- 
ant, if he includes the complicated cases and those 
treated outside the clinic; if he excludes the com- 
plicated cases he gets 56 and 31.2 per cent for the 
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active cases, and 27.8 per cent and none for the 
expectant ones. 

It is natural that Benthin should regard the results 
of this last series of cases as a confirmation of the 
correctness of Winter’s teachings. He concludes 
with a critical review of the work appearing on the 
same subject from other clinics, but says that their 
statistics as to morbidity and mortality can not often 
be compared with his, either because the expectant 
treatment was not strictly carried out or because the 
mortality of the cases with hemolytic streptococci, 
which is the vital point of Winter’s teaching, was not 
separately reported. VASSMER. 


LABOR AND ITS COMPLICATIONS 


Goldstrom, M.: Prognostic Value of Demon- 
strating Streptococci in the Vaginal Secretion 
of Women in Labor (Uber die prognostische Be- 
deutung des Nachweises von Streptokokken im Vag- 
inalsekret Kreissender). Zéschr.f. Geburtsh. u. Gynak., 
1913, Ixxili, 737. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

The author examined 902 cases which were ad- 
mitted to the clinic in labor without any clinical 
signs of infection. In some of the cases there had 
been vaginal examinations and attempts at delivery 
before they were admitted. Aside from the opera- 
tive cases, the examinations made in the clinic were 
all rectal. Complicating general diseases, syphilis, 
and gonorrhoea were excluded. The secretion was 
taken antepartum from the lower third of the 
vagina, with Traugott’s applicator. 

Superficial smears were made on alkaline-agar 
plates, cultures in alkaline bouillon, and anaérobic 
cultures in the upper layers of grape-sugar-agar; 
superficial smears were also made on blood plates 
Quantitative conditions were not taken into con- 
sideration, since in 12 cases, in spite of the fact that 
there were pure cultures of streptococci on the first 
alkali plates, there was no fever during the puer- 
perium. The morbidity was judged only by the 
temperature curve, axillary measurement, and 
maximum of 38’. Under these conditions there was 
no appreciable difference in the course of the puer- 
perium in women without streptococci, and those 
with hemolytic or non-hemolytic streptococci. 
The prognosis of the puerperium is not dependent 
on the presence or absence of streptococci in the 
secretion of the lower third of the vagina ante- 
partum. The danger of a strain of streptococci to 
its host cannot be determined either from morpholog- 
ical or biological data. FETZER. 


Rouvier, I.: Simplified Directions for Podalic 
Version by Internal Manipulation in Head 
Presentations (Formules simplifiées pour la version 
podalique, par manceuvres internes, dans les présenta- 
tions de l’ovoide céphalique). Bull. soc. d’obst. et de 
gynéc. de Par., 1913, ii, 46. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


In internal version in the head presentation there 
are, according to Rouvier, four points to be consid- 
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ered in carrying out the operation: the position of 
the child’s head; the location of the physician with 
regard to the patient; the insertion of the right 
hand; and the seizing of the right foot. In version 
in the transverse position, Rouvier proceeds as 
follows: If the child’s breech is to the right, the 
physician stands at the right of the patient, inserts 
the right hand and seizes the child’s right foot; if 
the breech is on the left, the procedure is the same 
except that left is substituted everywhere for right. 
If it is a case of head presentation, the procedure is 
as follows: With the occiput to the right, the opera- 
tor stands to the right of the patient, inserts the 
right hand and seizes the child’s left foot; with the 
occiput to the left, he stands to the left of the 
patient, inserts the left hand and seizes the child’s 
right foot. FRANKENSTEIN. 


Stephan, S.: Death from Intraperitoneal Hem- 
orrhage, During Delivery from a Varicose 
Nodule at the Angle of the Uterus (Intraperi- 
tonealer Verblutungstod sub partu aus einem Varix- 
knoten an der Uteruskante). Gyndk. Rundschau, 
1913, Vii, 657. 

By Zentralbl. f{. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

The author reports a case of the complication 
described in the title, which was brought to the 
clinic twelve hours after the patient had first fainted. 
A probable diagnosis of premature separation of the 
placenta was considered, so the uterus was emptied 
by vaginal cesarean section and laparotomy per- 
formed afterward. Unfortunately the anemia was 
so extreme that the patient died half an hour after 
the operation. 

The author recommends in similar cases, where 
the diagnosis is somewhat in doubt, that an explora- 
tory laparotomy be performed as soon as possible. 

E-BELER. 


PUERPERIUM AND ITS COMPLICATIONS 


Polak, J. O.: The Management of the Interior of 
the Uterus in Post-Abortal and Post-Partum 
Infection. Long Island M. J., 1913, vii, 459. 

By Surg., Gynec. & Obst. 

In a clear and concise way the author shows why 
every case of post-abortal and post-partum infec- 
tion should be studied carefully and treated accord- 
ing to the type of infection and the duration of 
pregnancy; avoiding the use of the curette or any 
intra-uterine examinations during the acute stage 
of the infection, except in abortion cases of less than 
seven weeks when the uterus is retroflexed. 

“* A study of nearly 2,000 cases of puerperal infec- 
tion has demonstrated that the endometrium should 
never be curetted in streptococci infection and that 
curettement of the placental site is a potent cause 
of thrombo-phlebitis of the pelvic veins.”’ The 
author has also observed that peritoneal and para- 
metrical complications are rare in cases in which the 
interior of the uterus has not been disturbed by 
digital or instrumental exploration. 

‘“‘Nature protects the organ against the invading 
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organisms by the formation of a definite layer of 
leucocytes and small round tissue cells, which 
are deposited between the infected area and the 
underlying normal tissue.” He states that the use 
of the curette in these cases destroys this protective 
barrier and spreads the infection and he advises as 
a more satisfactory means of securing uterine drain- 
age, Fowler’s position and uterine contraction by 
means of pituitrin and ergot in full doses, also the 
use of ice-bags over the uterus. 

In a report of 104 cases of puerperal infection, the 
author states that a haemolytic streptococcus was 
recovered thirty-four times; a streptococcus of the 
non-hemolytic type ten times; pure streptococci 
five times; combined growths of streptococcus and 
staphyloccus ten times; in combination with colon 
bacillus five; saprophytic bacillus five, and with 
streptococcus and colon bacillus ten times. Of this 
series there were three fatal cases, one failing to 
show any organism in the blood, in another the 
streptococcus brevis was found and in the third 
staphylococcus aureus. None of the 34 cases show- 
ing a hemolytic streptococcus were curetted. 

Wx. D. Pxitures. 


Ilkewitsch, W. J.: Treatment of Puerperal 
Sepsis by Intravenous Injection of Distilled 
Water (Uber die Behandlung der Puerperalsepsis 
durch intravenése Injektionen von Aqua destillata). 
Zentralbl. f. Gynék., 1913, xxvii, 1399. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 
This treatment developed from the method of 

Hume, of Baltimore, who injected intravenously 

500 ccm. of a 1 per cent solution of silver nitrate in 

distilled water, and in the severest cases of sepsis got 

wonderful results. Ilkewitsch tried the method in 

138 cases of puerperal fever, weakened the solution, 

and finally used distilled water alone, 8 ccm. to a 

kilogram of body weight. He always observed first 

a chill and high temperature accompanied by an in- 

crease in the erythrocyte count, following which there 

was an improvement in even the worst cases. He 
treated 206 cases by this method and among 62 pa- 
tients with the severest form of septic pyemia, he had 

42 recoveries. If the hemoglobin content is reduced 

to 50 per cent and the number of erythrocytes to 

less than 2,750,000, and if the number does not 
increase after the injection, the prognosis is hope- 
less. HiFFELL. 


MISCELLANEOUS 


Donaldson, M.: Some Observations of Blood- 
Pressures, in Cases of Normal and Abnormal 
Pregnancies and Labors. J. Obst. & Gynec. Brit. 
Emp., 1913, XXiv, 133. By Surg., Gyane. & Obst. 

During pregnancy there is no increase of blood- 
pressure, nor is there any fall immediately following 
delivery. No definite statement as to the value 
of this observation with reference to collapse in 
cases of pregnancy complicated by cardiac lesions 
is made, but the author tends toward the theory that 
the peripheral circulation has very little to do with 
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the collapse, but that overstimulation of a damaged 
heart is sufficient to account for it. In cases of 
albuminuria of pregnancy, the most striking feature 
is the high systolic pressure; in the purely toxic 
cases pressure tends to fall quickly to normal after 
delivery. At present it is difficult to say how far 
it is possible to diagnose the presence of a previous 
renal lesion by the failure of the pressure to fall so 
low. A rising blood-pressure in spite of treatment 
is certainly an indication for terminating pregnancy. 
In albuminuria there is further evidence that the 
systolic pressure is some indication of the severity 
of the toxemia. In pernicious vomiting the 
pressure was not raised, a fact suggesting that 
toxin in these cases differs from that of the al- 
buminuric cases. In glycosuria complicating preg- 
nancy the blood pressure showed nothing abnormal. 
CAREY CULBERTSON. 


Bjérkenheim, E. A.: Golgi’s ‘‘ Internal Net- 
work’”’ in the Placental Epithelium (Golgi’s Ap- 
parato reticolare interno o" den Placentarepithelien). 

Arch. f. Gyndk., 1913, Cc, 446 
By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

In 1898, Golgi discovered a network in the proto- 
plasm of nerve-cells which he called the apparato 
reticulare interno. This is now recognized as a 
structural peculiarity of all cells. Bjérkenheim’s 
work is concerned with demonstrating them in the 
syncytium, which had not hitherto been done with 
certainty. 

He used for material three human placente, 
after delivery, and a human placenta from the 
fourth month of pregnancy. The specimens from 
fresh placente were prepared by Golgi’s arsenic 
acid method and by Cajal’s uranium nitrate method. 
The details are given in the original article. 

In the syncytium, where there are no cell boun- 
daries, there was an angular disc around the nuclei 
with a clear center and a decided reticular structure, 
corresponding exactly to the arrangement seen in 
leucocytes and connective-tissue cells. In the 
Langerhans cells the network is larger and more 
clearly defined and the clear area in the center is 
larger. In the amniotic epithelium, the author 
observed an arrangement similar to that in the 
cubic cells of the thyroid gland: the network was 
here arranged in a circle around the nucleus; the 
edges of the ring were uneven and showed small 
projections. Bjérkenheim believes, with Golgi, 
that no hypothesis to explain this network should 
be accepted until sufficient material has been col- 
lected. EBELER. 


Wolff, B.: Origin of Amniotic Fluid (Uber dic 
Herkunft “4 Amnioswassers). Berl. klin. Wchnschr., 
1913, 1, 14 

By Zentralbl. e a ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

A review of the teachings in regard to the origin 
of the liquor amnii and recent comparative experi- 
ments in regard to osmotic pressure of the amniotic 
fluid and the blood serum show that it cannot pos- 
sibly be a filtrate from the mother’s blood. Accord- 














OBSTETRICS 


ing to Von Polano’s experiments, the amniotic fluid 
is a product of excretion of the foetus. The author 
comes to the conclusion that the ovum secretes the 
amniotic fluid, making use, however, of materials 
taken from the maternal organism, so that its 
quantity and quality are, to a certain extent, de- 
pendent on the character of the nutritive fluids of 
the mother’s body. The chief tissue concerned in 
its production is the epithelium of the amnion. 
The kidneys also have a share in it, but to just what 
extent is uncertain. The direct cause of hydramnios 
therefore, must be sought in the secretory organs of 
the foetus, on which diseases of the mother act only 
indirectly. 

If the amniotic fluid is a purely foetal product, 
malformations such as club-foot and congenital dis- 
location of the hip cannot be explained by a lack of 
fluid, but the oligohydramnios itself must be due to 
an abnormality in the ovum. These experiments 
in regard to the origin of the amniotic fluid offer 
further proof of the activity and vital independence 
of the ovum. EISENBACH. 


Waldstein, E., and Ekler, R.: Proof of the Absorp- 
tion of Spermatozoa in the Female Organism. 
Am. J. Urol., 1913, ix, 520. 

By Surg., Gynec. & Obst. 

The authors have made a biological study of the 
fate of the spermatozoa in the female organism after 
copulation, basing their work on the Abderhalden 
test for pregnancy. 

Rabbits which were used for the experiments 
were allowed to have coitus and then blood was 
removed from the females in such a manner as to 
obviate hemolysis, which interferes with the reac- 
tion. One and a half cubic centimeters of the blood 
serum were then dialyzed with 0.5 gm. of rabbit 
testis. After 12 to 14 hours in the incubator the 
dialyzate was subjected to the ninhydrin, a modi- 
fied biuret test, the theory being that if the semen 
was actually absorbed by the female her blood 
would contain a ferment capable of splitting the 
non-dialyzable complex testicular proteids into 
simpler bodies, whose presence would cause a posi- 
tive ninhydrin reaction. 

Control tests showed that there was normally no 
testis-splitting ferment in the blood of the virgin 
female and of male rabbits. Having established this 
point, the authors made 15 tests on the blood of 
rabbits soon— mostly within 24 hours — after 
coitus. The results were all positive, and, what is 
more, many of these results were obtained in the 
same animals which had responded negatively to 
the first control series of experiments. In order to 
prove the specificity of this reaction for testicle 
protein, the authors made control tests with other 
substances: three tests with placenta, four tests with 
muscle, one test with kidney. These controls were 
all negative. 

In response to the possible objection that it is 
not the absorbed semen but the impregnated ovum 
that causes the elaboration of this specific ferment, 
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the authors point out that in the first place the 
interval after coitus is too brief for the ovum to 
exert any biological influence upon the mother, as 
it is not yet brought into any actual biological 
contact with her tissues, and that, in the second 
place, they have observed numerous positive reac- 
tions in rabbits which did not subsequently become 
pregnant. Nevertheless, a special study was made 
with the blood of pregnant rabbits, with the result 
that of ten cases investigated nine were positive. 
The reactions in these cases, however, were invari- 
ably weaker than those obtained immediately post- 
cohabitationem. 

The authors are not yet clear as to the exact time 
relations between the coitus-reaction and the 
pregnancy-reaction. ‘That is, they have agreed that 
the former begins soon after intercourse and ends 
probably within two weeks in non-pregnant indi- 
viduals, and that the latter lasts mcre than four weeks 
i.e., throughout pregnancy, and even into the 
puerperium, but they do not know definitely whether 
the coitus-reaction goes over directly into the 
pregnancy-reaction when conception has taken 
place or whether there is a reaction-free interval in 
these cases. 

The authors do not believe that the reaction of 
pregnancy is produced by the same cause as the 
reaction of coitus, for it is unreasonable to assume 
the constant absorption of semen throughout the 
entire four weeks. They would rather postulate the 
existence of a different ferment, produced by the 
mother in response to the presence in her body of 
placenta, the basis of the Abderhalden reaction, 
and foetus, as shown by Polana, which has in com- 
mon with the antisemen ferment the property of 
splitting testicle protem. That these two ferments 
should have this common faculty is not so remark- 
able when we recall that placenta and foetus arise 
in part directly from spermatozoa. 

Transferring the results of their animal experi- 
ments to the human sphere, the authors point out 
that in demonstrating the existence of a new sub- 
stance in the body of a woman after intercourse, 
they have furnished an additional basis for the 
explanation of those manifest phenomena which 
were formerly wont to be branded as merely psychic 
in nature. The medico-legal possibilities of this 
test, as after rape, etc., are, of course, very great. 

A. C. STOKEs. 


Williams, W. W., and Ingraham, C. B.: Abder- 
halden’s Pregnancy Test. Colo. Med., 1913, x, 
367. By Surg., Gynec. & Obst. 

This paper gives a detailed description of Abder- 
halden’s pregnancy test, including the testing of the 
dialyzers, the preparation of the placenta, and the 
method of obtaining the blood serum. 

The dialyzers are softened by soaking in water 
then, after receiving 2.5 ccm. of diluted egg-white, 
are placed in dialyzing vessels, and the dialyzate 
tested for albumin with the biuret reaction. If 
impermeable to albumin, they are then tested for 
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permeability to peptone, using 2.5 ccm. of a 1 per 
cent silk peptone in the tube. Ten. ccm. of the 
dialyzate is boiled with 0.2 ccm. of a 1 per cent 
aqueous ninhydrin solution; a boiling-rod being 
placed in the tube, and all the tubes boiled for 
exactly one minute. All the shells, which are equally 
permeable to peptone, as shown by a violet color 
after one-half hour, are used in the tests; the others 
are discarded. 

The placenta is boiled and rinsed repeatedly, 
first with water and acetic acid, later without the 
acid, the object being to get rid of any extractable 
ninhydrin-reacting substance, as shown by testing 
5 ccm. of the filtrate with 1 ccm. of a 1 per cent 
ninhydrin solution. When there is no reaction the 
placental material is ready for use and may be kept 
indefinitely if treated carefully. 

Fifteen to twenty ccm. of blood is withdrawn 
from the vein of the patient, allowed to clot spon- 
taneously, and the serum only used in the test. 
The serum should be free from substances which 
react with ninhydrin, for this reason it is prefer- 
able to take the blood during the fasting period, 
before breakfast; it should be free from hemoglobin 
and should contain no formed elements. 

In the test, three dialyzing shells are used; to one 
is added 0.5 gr. of placenta and 1.5 ccm. of the serum 
to be tested; to the second 1.5 ccm. of the serum; 
and to the third 0.5 gr. of placenta and 1.5 ccm. of 
distilled water. The shells are then placed in 
dialyzing vessels and the shell and vessel contents 
covered with a layer of toluol to prevent evaporation 
and contamination. They are incubated at 37° C. 
for 16 hours and the dialyzate then tested with 
ninhydrin solution, no tube except No. 1 showing 
any color, although, occasionally, the second tube 
may show a faint reaction. 

The authors made 27 tests on 21 cases: six 
definitely pregnant, seven indefinite cases, and 
eight known definitely to be non-pregnant; after 
using all necessary precautions and re-testing the 
cases where hemolysis had occurred, the test was 
found wrong in only one case. 

The reaction should be positive in pregnancy in 
the fifth and sixth week and until ten to fourteen 
days post-partum. Where there is protein catabo- 
lism, breaking down of the tissue, absorption of 
exudates and transudates, carcinoma, sarcoma, 
purulent processes, and hemorrhage, the serum 
may react with ninhydrin and confuse the test. 

D. H. Boyp. 


Sattler, R.: The Prophylaxis of Ocular Birth Infec- 
tion and Venereal Diseases. Lancet-Clin., 1913, 
cx, 640. By Surg., Gynec. & Obst. 

The author calls attention to the close affiliation 
of ophthalmia neonatorum, which is one of the most 
fatal causes of infantile blindness with gonorrhea, 
and believes that the reduction of the true specific 
cases cannot be achieved through ocular prophylaxis 
alone, but only through more widely distributed 
and easily available information regarding the 





INTERNATIONAL ABSTRACT OF SURGERY 


treacherous dangers of gonorrhoea. He suggests: 
(1) That among the legitimate married classes, if 
proof is at hand, that the father was the carrier of 
the mother’s and infant’s infection, he should be 
brought before the local health officer in order to 
impress forcibly upon his mind the enormity of his 
misdeameanor. (2) That the Board of Health 
should compel the prompt registration of every 
ocular birth inflammation or contamination, and 
make Crede’s prophylactic management compul- 
sory for every case in public lying-in hospitals and 
outdoor obstetrical service. He considers Crede’s 
prophylaxis the best and most successful means of 
stamping out an imminent ocular contamination 
and, as proof, calls attention to the great reduction 
in the total number of ocular birth inflammations 
since this method has been adopted. Among the 
prophylactic agents, he considers the silver salt 
the safest, and far above its substitutes, argyrol, 
etc. This agent, he recommends in every particular 
case, as he has met with but few harmful con- 
sequences in its use. 

He considers the possibility of pyogenic organisms 
being forced into the eyes through a patulous nasal 
duct from the nasal cavity, which is a larger and 
easier receptacle for the longer lodgment of infec- 
tious pus during protracted labor. 

ALEXANDER W. SCHMITT. 


Tucker, B. R.: Birth Trauma in Its Causative Re- 
lation to Epilepsy and Insanity. Virg. M. 
Semi-Month., 1913, xviii, 448. 

By Surg., Gynec. & Obst. 

The author states that in the pathology of epilepsy 
three points must be borne in mind: First, to have 
epilepsy there must be a brain structurally de- 
fective, and in birth trauma cases there is usually 
found definite evidence of local compression, ham- 
orrhage, or cyst formation: second, repeated con- 
vulsions may cause dilated blood-vessels, increase 
in the neuroglia elements, atrophy of convolutions, 
punctate hemorrhages, and local cedema. The 
third element in the pathology, according to Turner, 
is in the blood-vessels, and consists of intravascular 
clotting, either formed by masses lying free in the 
vessels which are probably an amalgamation of blood- 
plates, or hyaline material formation, or finely 
granulated debris, or fibrin threads. 

It must be remembered that many cases of birth 
trauma of more or less severity are not followed by 
epilepsy or insanity and that, on the other hand, 
both of these conditions may appear from other 
causes in individuals who present evidence of birth 
trauma. The author gives a brief history of 15 
cases in which birth trauma was the probable cause 
of the epilepsy. C. H. Davis. 


Winn, J. F.: 
Their Interest to the Obstetrician. 
Semi-Month., 1913, xviii, 445. 

By Surg., Gynec. & Obst. 
The author estimates that in the past ten years 
there have been at least 64,240 deaths from birth 


Intracranial Traumata at Birth; 
Virg. M. 
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trauma. This is based on the mortality statistics 
for the “Registration Area” of the United States 
for the year 1910. He states that Schultze, in a 
study of this subject in 1877, came to the conclu- 
sion that 5 per cent of children are stillborn and 
that 1.5 per cent die very soon after birth as a result 
of injuries at birth. 

In conclusion, the author believes the following 
deductions are warranted, and, in view of the very 
high mortality rate and the serious foetal morbidity, 
he would enter an earnest plea for their universal 
adoption. 

1. The absolute necessity for the routine practice 
of pelvimetry and foetometry, several weeks before 
term when possible, and again at the time of labor, 
on every primipara and likewise every multipara 
with a history of a dystocia or a stillborn child. 

2. An accurate diagnosis, if possible, of the 
presentation and position of the child prior to 
labor, and certainly when labor has begun, coupled 
with a thorough knowledge of the mechanism of 
labor in contracted pelves. 

3. The cultivation of that watchful expectancy 
necessary for recognizing the indications for inter- 
vention when the child is in jeopardy, not forgetting 
the welfare of the mother. 

4. A more intimate acquaintance with the 
indications for, and the correct application of, the 
forceps; and the dictum that forceps should never 
be used to save the physician’s time. 

5. That the failure to remember that the sudden 
and prolonged pressure of the forceps results in 
dangerous and murderous compression of the child’s 
brain; and that the unskilled and indiscriminate 
use of the forceps is oftener the cause of intra- 
cranial hemorrhage than the rather infrequent high 
degree of pelvic contraction. 

6. That the routine and careful study of the 
foetal heart-sounds will eventuate in the reduction 
of the mortality and morbidity dependent on 
cerebral compression and hemorrhage. 

7. That the more general resort to episotomy 
when the head is unduly compressed by a resistant 
perineum, will likewise reduce the number of 
asphyxiated and crippled infants. C. H. Davis. 


Frazier, C. H.: Surgical Aspects of Birth Traumata. 
Virg. M. Semi-Month., 1913, xviii. 452. 
By Surg., Gynec. & Obst. 
The author believes the most significant feature 
of intracranial hemorrhage of the new-born is the 
fact that the haemorrhage is almost invariably sub- 
dural, in contradistinction to adult cranial haem- 
orrhages which are for the most part extradural. 
This is probably due to the fact that the dura is 
much more closely adherent to the infant’s skull. 
Autopsy records indicate that the clot is more apt 
to spread over the parietal rather than the occipital 
or frontal lobes, and into the middle rather than the 
anterior fossa at the base. 
The location of the hamorrhage is most im- 
portant. The symptoms of pretentorial haemorrhage 
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are: Extreme restlessness and spasm; rigidity of the 
extremities; epileptic-like twitchings of the face, 
arms, and legs; lowered pulse and respiration; rapid 
rises in temperature, increased reflexes; bulging of 
the fontanelles; disturbances of the pupil, etc. 
With the peribulbar type the baby is usually 
in a somnolent condition with cyanosis of the face, 
head and hands, pulsating fontanelles, irregular 
breathing, and sometimes convulsions. In all 
suspicious cases, lumbar puncture and puncture of 
the subdural spaces on both sides should be resorted 
to. C. H. Davis. 


Fuchs, H.: Narcosis and Anesthesia in Childbirth. 
Universal M. Rec., 1913, iv, 481. 
By Surg., Gynec. & Obst. 

Circumstances combining to establish the use of 
chloroform in normal labor to establish narcosis are: 
(1) Use of minimal quantities of the anesthetic; 
(2) remarkably quick awakening; (3) slight or no 
after-effects. 

Tolerance of chloroform during labor is the result 
of (1) increased gas exchange in the lungs; (2) 
increased driving power of the heart; and (3) rapid 
escape of poison through bleeding. 

In the opinion of the writer there is an important 
sphere of usefulness for chloroform in normal 
delivery; namely, the so-called narcosis @ /a reine — 
chloroform inebriation. This is brought about by 
careful administration to maintain the stage of 
hypalgesia or analgesia which normally precedes 
the stage of excitement. The success of the properly 
conducted chloroform inebriation is of such a nature 
that not only are the pains not felt, but usually 
there is a loss of memory of the severe pains. 

Ether, as a help in labor, is far superior to chloro- 
form. It diminishes the pains far less and interferes 
with the abdominal efforts hardly at all. 

Pantopon given hypodermically, effects psychic 
calm and lessens the pains felt without any no- 
ticeable deleterious influence on the frequency, 
intensity, and duration of the pains. Its effects 
on the child, however, may result in deep somno- 
lence of the new-born. 

The analgesic action of scopolamine-morphia 
is peculiar in that the pains are perceived at the 
moment but leave no memory picture. 

Fuchs concludes, “We are still far from the goal 
of perfect anzsthesia which shall satisfy the rule 
non nocére.”’ D. L. Borpen. 


Bosman-de Kat Angelino, I., and Margot, A. J.: 
Fate of 740 Children with a Birth Weight of 
Less Than 3,000 Grams (Untersuchungen iiber das 
Schicksal von 740 Kindern mit einem Geburtsgewichte 
von weniger als 3000 Gramm). Zischr. f. Sdugling 
schulz., 1913, V, 243. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

In the author’s treatment of the above cases, 
when the temperature sank the children were put 
into a warm bath. The incubator was used only 
when the general condition was bad, not on account 
of low weight alone. The nourishment consisted 
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of mother’s or nurse’s milk; when this could not 
be obtained, modified buttermilk was substituted. 
Almost all the children died who were born in the 
clinic, kept in the incubator, and weighed less than 
1600 gms. Of children born outside the clinic, 
some lived who showed birth weights as low as 1200 
gms. Of the boys born in the clinic, 27.8 per cent 
lived; of the girls, 54.5 per cent. Of those born out- 
side the clinic, 40.9 per cent of the boys and 33.3 
per cent of the girls lived. Of all the 175 children 
who were put in the incubator, 105 died in the 
clinic, 25 outside, 33 (25.4 per cent) are still alive, 
and 12 were lost sight of. Of the 565 children who 
were not kept in the incubator, 52 died in the clinic, 
141 outside, 341 are still living (1911), and 31 are 
unknown. Hirscu. 


Donnell, R. E.: Two-Headed Foetus. J. Mo. Si. M. 
Ass., 1913, X, 208. By Surg., Gynec. & Obst. 


The author reports a case of an unmarried girl 
of sixteen giving birth to a two-headed male foetus 
(dicephalus dibrachius diauchenos) weighing about 
8% pounds. Labor was practically normal, L. O. A., 
except that after delivery of the first head it re- 
quired considerable traction to deliver the second. 
Donnell then gives a complete description of the 
foetus. The heads by measurement showed that 
they were actually of the same size and perfectly 
normal; the faces were identical and the body 
apparently normal. At autopsy two entirely 
independent hearts were found enclosed in one 
pericardium; there was one set of lungs, two livers, 
and two gall-bladders. The small and large intes- 
tines were about twice as long as usual. The 
skiagram showed two separate and complete spines 
while the remaining bony structure was apparently 
normal. ALEXANDER W. SCHMITT. 


Biener, L.: Lithopedion in the Mesentery for 
Twenty Years (Lithopidion im Mesenterium durch 
20 Jahre getragen). Monatschr. f. Geburtsh. u. Gynak., 
1913, XXXVili, 428. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 
In an autopsy on a 56-year-old woman, a litho- 
pedion was discovered which was connected only 
with the great omentum. It had grown until the 
fifth month, and must have been lying in the abdom- 
inal cavity for at least 20 years. Microscopically, 
aside from bone, only striped muscle and elastic 
fibers could be demonstrated. According to Kiichen- 
meister’s classification this was a true lithopedion. 
Microscopical examination of the genitalia showed 
beyond a doubt that it was a ruptured pregnancy of 
the ampulla of the left tube. Knoop. 


Foges, A.: Use of Pituitrin in Obstetrics (Pitui- 
trinanwendung in der Geburtshilfe). Arch. f. Gyndak., 
1913, xci, 455. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

From his study of the material in the Wertheim 

Clinic the author comes to the following conclusions: 
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Pituitrin is indicated as a means of stimulating pains 
at the end of the first stage and throughout the 
second stage. The conditions for the use of pituitrin 
are about the same as those for the use of forceps. 
Pituitrin is also indicated for breech presentations 
and placenta previa after version or metreurysis; 
earlier in labor it may cause complications. A 
combination of pituitrin and ergotin is useful in 
post-partum hemorrhage. For this purpose it 
should be given intramuscularly. It is an excellent 
prophylactic preventive of hemorrhage in cesarean 
section. Schmidt recommends that for this purpose 
it be given by direct injection into the musculature 
of the uterus immediately after the extraction of 
the child. BorELL. 


Heynemann, T.: The Measurement of the Pelvis 
with Réntgen Rays and their Practical Use 
in Obstetrics (Die Beckenuntersuchung mittelst 
Réntgenstrahlen und ihre praktische Bedeutung fiir 
die Geburtshilfe). Prakt. Ergebn. d. Geburtsh. u. 
Gyndk., 1913, V, 237- 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Stereoscopic pictures are distinguished from those 
that are limited to the most interesting plane of the 
pelvic inlet. The author discusses the latter when 
taken from short and long distances. When they 
are taken at close range there is an enlargement and 
distortion of the drawing, for it is hardly possible to 
keep the tube in an exact central location and the 
plane of the pelvic inlet exactly parallel to the plate. 
The enlargement is less if the patient is placed in the 
abdominal position, with the plate placed on the 
body and the tube behind. Both these disadvan- 
tages are decreased when the picture is taken from a 
distance. The best distance from the focus to the 
plate is 210 to 260 cm. In practice, 0.7 cm. should 
be subtracted from the size of the picture to get the 
real measure of the diameter. When taken at short 
distance a reduction is necessary in order to get the 
correct measurement. 

Stereoscopic pictures are true orthomorphic 
images. The best distance from the focus to the 
plate is 60 cm. in non-pregnant and 200 cm. in 
pregnant cases. This should be decreased 6.5 cm. 
between the first and second pictures. These pic- 
tures give a good general view of the pelvis, but 
cannot be substituted, for obstetrical purposes, for 
a picture of the pelvic inlet taken at long distance. 
Their greatest value is in exact measurements of the 
pelvis. By the Mackenzie-Davidson method the 
desired diameter can be obtained exactly, but the 
method is complex and difficult, so that it is ques- 
tionable whether it can be used in general practice. 
The goal to be attained is to get the pelvic measure- 
ments direct by the use of the stereoscope. Pulfrich 
succeeded in principle; but the practical clinical 
usefulness of his apparatus has not been sufficiently 
demonstrated. No way has as yet been discovered 
to utilize the réntgen rays for determining the size 
of the child’s head. WGssn_er. 
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KIDNEY AND URETER 
Geraghty, J. T., and Plaggemeyer, H. W.: The 
Practical Importance of Infantile Kidney in 
Renal Diagnosis. J. Am. M. Ass., 1913, lxi, 2224. 
By Surg., Gynec. & Obst. 

This interesting and important contribution is 
based on a study of eight cases, three obtained at 
autopsy, among 3,940 from the pathological depart- 
ment of the Johns Hopkins Hospital; one case in a 
cat from the experimental animal laboratory; two 
cases in which the condition was discovered at 
operation; and two clinical cases. 

The condition has attracted very little attention 
and is usually omitted from classifications of kidney 
anomalies, as it cannot be recognized by the ordi- 
nary methods of examination. Papin, in his very 
complete classification of kidney malformations, 
mentions this type of organ, and in 1911 McArthur 
reported a case which died from renal insufficiency 
following nephrectomy for tuberculosis, and at 
autopsy an infantile kidney was found on the 
opposite side. In this case the ureters had been 
previously catheterized, and a perfectly clear, ap- 
parently normal urine obtained from the insuffi- 
cient kidney. The kidney is, therefore, a great 
menace to the surgeon in case of disease of the 
opposite hypertrophic kidney. 

Three of the cases reported are of particular 
interest—one in which an exploratory operation 
revealed the condition, and two in which the 
anomaly was recognized clinically and operation 
refused. 

A man, aged 30, with a diagnosis of tuberculosis of 
the right kidney and an infantile left kidney was 
admitted to the hospital. He had a history of 
urinary symptoms of two years’ duration. Tubercle 
bacilli were demonstrated in the urine, but the 
prostate, seminal vesicles, and epididymes were 
normal. The bladder was so contracted that ure- 
teral catheterization was unsuccessful. The total 
renal function, estimated by phenolsulphoneph- 
thalein, showed an excretion of 36 per cent for one 
hour. The definite reduction in the total function 
suggested the possibility of a bilateral lesion, and a 
double exploratory operation was advised. The 
left kidney was first exposed, and discovered to be 
about one-fourth the size of a normal kidney, while 
in every other respect the organ seemed normal. 
There were no perirenal adhesions; the surface was 
smooth and the consistency normal; and the ureter 
showed no thickening or induration suggestive of 
tuberculosis. In view of the reduced total renal 
function and the presence of an infantile kidney on 
the left, it seemed probable that tuberculosis was 
present on the opposite side. If the hypertrophied 


right kidney was tuberculous, it was also evident 
that nephrectomy could not be performed because 
of the deficient kidney on the left; consequently 
the right kidney was not explored. 

The patient was seen again three months later. 
His general health had been fairly well maintained. 
The urine was quite cloudy from pus, and the total 
renal function, as estimated by phenolsulphoneph- 
thalein, showed an excretion of 25 per cent, which 
was a decrease of 11 per cent since the previous 
examination. It seems probable that the tuber- 
culous process of the right kidney is causing a de- 
crease of the total function, because of the inability 
of the left kidney to undergo compensatory hyper- 
trophy. 

Another man, aged 27, with tuberculosis of the 
right kidney and an infantile left kidney was ad- 
mitted with urinary symptoms of ten months’ 
duration. Tubercle bacilli were found in the urine. 
After catheterization of the ureters and estimation 
of function, the urine being collected for one-half 
hour, gave the following results: Right kidney— 
80 ccm., cloudy; microscopically, pus and many 
tubercle bacilli; phenolsulphonephthalein, approx- 
imate time, five minutes; excretion, 30 per cent, for 
one-half hour. Left kidney—4 ccm., clear; micro- 
scopically, negative; phenoisulphonephthalein, ap- 
proximate time, ten minutes; excretion, 8 per cent 
for one-half hour. 

In order to confirm the preceding findings, cathe- 
terization was repeated later with almost identical 
results. The total function, as estimated by 
phenolsulphonephthalein, showed an excretion of 
35 per cent for one hour, following intramuscular 
injection. Examination by réntgen ray was nega- 
tive for stone, but showed a kidney shadow in the 
left side, not quite half as large as the shadow on 
the right. 

The normal character and color of the urine, the 
small amount secreted on the left side, the relatively 
high area concentration, and the small kidney shadow 
make the diagnosis of infantile kidney probable. 
Furthermore, the right kidney, although definitely 
tuberculous, still retained a function equal to or 
even greater than that of a perfectly normal kid- 
ney, which indicates that, previous to the onset of 
disease in this kidney, it was hypertrophic. 

Another case was of double ureter and pelvis 
with hematuria on right side and infantile kidney 
on the left side. Following a severe blow over the 
region of the right kidney the patient had noticed 
blood in his urine, which continued up to the time 
of the examination. The urine was of a distinct 
wine color, and, on cystoscopic examination, a 
stream of bloody urine is seen issuing from the right 


403 








404 


ureter. Catheterization of the ureters was per- 
formed and functional estimation made by means 
of phenolsulphonephthalein, the urine being col- 
lected for one-half hour. The results of the exami- 
nation are as follows: Right kidney—function 
free and rapid; bloody, microscopically negative, 
except for red blood-cells; urea, 1.2 per cent; 
phenolsulphonephthalein, approximate time, five 
minutes; excretion, 35 per cent for one-half hour. 
Left kidney—function slow; about one-eighth 
the amount of that on right; clear, good color; 
microscopically, negative; urea, 1.2 per cent; phenol- 
sulphonephthalein, approximate time, five minutes; 
excretion, 4 per cent for one-half hour. 

The preceding examinations were repeated three 
times, with practically identical findings on each 
occasion. Pyelography, using 15 per cent collargol, 
showed, on the right side, a double ureter, extend- 
ing from the crest of the ilium and ending in two 
apparently normal pelves rather widely separated. 
The injection of 7 ccm. into the left kidney pelvis 
produced definite pain, and pyelography showed an 
irregular, small, indefinite pelvis. Estimation of the 
total renal function was normal, there being an 
excretion of 50 per cent for one hour, following 
intramuscular injection of phenolsulphonephthalein. 

In this case, on the right side, which is the source 
of the hematuria, there are two separate kidneys, 
or more probably a large bifid kidney, which has 
seven-eighths the total function. On the left side 
there is a kidney which secretes urine, small in 
amount, microscopically and chemically normal, 
and with a high urea concentration, which is equal 
to that of the right kidney. The function, however, 
is so low that it is extremely improbable that it 
could maintain life. The practical importance of 
recognizing the deficient kidney in this case needs 
no comment. 

The authors make a significant observation in 
finding that in the three cases in man in which 
the weight was obtained, it was in every instance 
40 gm., or one-fourth the weight of a normal kidney, 
and they suggest that this uniformity in the size 
and weight of the infantile kidney may indicate 
an embryological explanation for the anomaly. 

The authors summarize the diagnostic points in 
recognizing the presence of an infantile kidney as 
follows: 

1. When disease is present in the larger, hyper- 
trophied kidney, the total function, as estimated 
by phenolsulphonephthalein, is decreased, and the 
function of the diseased kidney is usually greater 
than the function of the supposed healthy kidney. 

2. The function of the infantile kidney shows 
marked decrease, although the urea percentage and 
general character of the urine is normal, while the 
amount of urine secreted is relatively small. 

3. Pyelography is of doubtful value, since the 
size of the kidney pelvis is usually not a reliable 
index of the size of the kidney. 

4. In persons not too stout it may be possible 
to secure réntgen-ray shadows, showing the pres- 
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ence of a diminutive kidney. In Case 7 consider- 
able help was obtained from the réntgen ray, which 
showed a very small kidney shadow, less than half 
that of the opposite side. This, taken in con- 
junction with the functional findings and the char- 
acter of the urine, was of considerable diagnostic 
aid. Frank Hinman. 


Thomas, G. J.: Report of a Case of Pelvic Kid- 
ney; Diagnosis Before Operation. Ann. Surg., 
Phila., 1913, viii, 809. By Surg., Gynec. & Obst. 

The author reports the case of woman 32 years 
old who for one year had suffered from attacks of 
pain in the lower abdomen, accompanied by ten- 
derness in the left side of the pelvis and frequent 
micturition. 

She had never menstruated and, on examination, 
no sign was found of uterus, tubes, or ovaries. 
The vagina was one inch in length and there was 
a rounded mass, the size of an orange and tender 
on pressure, situated high inthe left inguinal fossa. 
Because of the congenital anomaly of the pelvic 
organs, ureteral catheterization, injection of col- 
loidal silver, and radiography were performed. 
The catheter could be passed into the left ureter for 
5 cm. only. The shadow of the kidney pelvis ap- 
peared in the left side of the bony pelvis; the right 
kidney was normal in size and position. The left 
kidney was removed by Mayo. It lay, with the 
pelvis pointing upward and inward, in the hollow 
of the sacrum, to the left of the median line; it was 
hydronephrotic and infected. The length of the 
ureter was 4 inches. Two or three renal arteries 
arose from the left common iliac about one-half 
inch below the bifurcation of the aorta. 

The case illustrates the value of radiography in 
the diagnosis of ectopic kidney. Horace Binney. 


Allen, L. W.: A Case of Bilateral Haematuria 
Cured by Injection of Whole Blood. Am. J. 
Surg., 1913, XXvii, 465. By Surg., Gynec. & Obst. 


The author reports a case of hydronephrosis with 
bilateral hematuria, in which the bleeding was 
checked immediately by the injection of whole 
blood. 

The patient, a female 27 years of age, had com- 
plained of pain in the left side and lumbar region 
for one year. Haematuria had been present one 
month, but there had been no chills or fever, nausea 
or cough. The physical examination was negative, 
the urine contained many blood-cells, but was 
otherwise normal. Radiograms made before ureter 
catheterization and with catheters in situ revealed 
no obstruction in the ureters, but disclosed a right 
hydronephrosis. Catheterized urines showed blood- 
cells in both, but no pus or bacteria; hemoglobin, 
30 per cent; coagulation time, four minutes. 

Twenty ccm. of blood taken from the patient’s 
sister were injected, immediately after withdrawal, 
into the cellular tissue beneath the breast four days 
after ureter catheterization. The urine became 
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clear in 20 hours and remained clear; a week later the 
coagulation time was 2!4 minutes, hemoglobin, 
45 per cent. 

After the patient spent two months in the coun- 
try, hemoglobin had risen to 80 per cent; thus trans- 
forming the case from a poor to a good operative 
risk, and although she still had the pain in her left 
side the patient refused operation. 

In commenting on the case the author raises the 
question as to whether hematuria in hydronephrosis 
is due to a concomitant condition of the blood, to 
which congestion and oedema are added, or whether 
it is a local condition entirely. 

He suggests the possibility that the injection of 
whole blood modifies the coagulability of the blood 
sufficiently to prevent leakage; also, that the bleed- 
ing in some cases of hydronephrosis is due to a 
change in the blood constituent and that in such 
cases the hematuria will yield to injections of 
whole blood, homogenous serum, and the like. 

In idiopathic hematuria there would seem to be 
even greater reason for trying such injections before 
resorting to nephrectomy, and in all cases where 
there is a very low hemoglobin per cent, preparatory 
to a later operation. Should it be found as efficient 
as human blood serum, the simplicity of its use would 
recommend its more frequent employment. 

H. G. Hamer. 


Halle, N.: A Case of Renal Cancroid (Sur un cas de 
cancroide rénal). Cong. de l’ass. franc. d’urol., Par., 
1913. By Journal de Chirurgie. 


A neoplastic kidney was removed by Dujarier in 
a woman of 39 without any previous urinary history. 
The operation was incomplete because of the inva- 
sion of the renal vein and the lumbar glands. The 
patient recovered from the operation, but died three 
months later from generalized metastases. The 
kidney was the size of the head of a foetus; the pelvis 
was dilated and transformed into a closed pouch, 
filled with a turbid bloody liquid containing a mass 
of soft, white, caseous fragments. The pouch was 
empty in the lower part, and filled above with a 
large, infiltrating, ulcerous, friable neoplasm. The 
part of the renal tissue that was conserved in the 
upper extremity and the walls of the pelvis was filled 
with secondary neoplastic nodules, which were 
white and either hard or soft. The orifice of the 
ureter was not dilated; catheterization was im- 
possible because of an adhesion of the ureter to an 
anomalous branch of an artery, that was the cause 
of the congenital uronephrosis. The histological 
study of the renal liquid, the free fragments of the 
main tumor, and the secondary nodules gave the 
same results. 

It was a pavement epithelioma. The surrounding 
connective tissue and the hilus were invaded by 
epithelial toxins, localized especially in the sheaths 
of the nerves and vessels. The walls of the renal 
cavity at the points not involved in the new-growth 
showed the ordinary chronic inflammatory lesions 
of uropyonephrosis, with interesting epithelial 
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changes; keratinization of the epithelium in the 
region of the neoplastic nodules. 

The conclusion is that congenital uronephrosis 
resulted from adhesion of the ureter to an anomalous 
branch of the artery, followed by pyonephrosis, 
then secondary neoplasm of the pelvis and of the 
upper calyx, which was a cancroid with multiple 
secondary nodules, and extensive invasion of the 
vascular and lymphatic connective tissue. 

Renal cancroid is identical with vesical cancroid 
in its etiology (chronic inflammation), and in its 
anatomical characters, being an infiltrating tumor 
with rapid ulceration, pouring numerous necrotic 
fragments into the urine, which have an absolute 
diagnostic value; it is also identical in its clinical 
course and great malignancy. This gives a very 
clear-cut picture of these urinary tumors, which 
are not rare either in the bladder or the pelvis. 
The demonstration of pathological products of 
ectodermal origin in the urinary mucous membrane 
seems to contradict the doctrine of cellular specific- 
ity, since embryology teaches that the urinary pas- 
sages originate from the hypoblastic and mesoblastic 
layers. The hypothesis of dysembryoplasty may 
explain these lesions in a circumscribed and limited 
form in the upper ureter and pelvis. Diffuse leuco- 
plasia of these parts may be understood, too, if we 
admit the complex structure of the mesoderm from 
endodermic and ectodermic elements, as some 
embryologists do. But ectodermal growths in the 
bladder, an organ of purely entodermal origin, are 
inexplicable. The term inflammatory epithelial 
metaplasia does not take into account these peculiar 
facts. J. Dumont. 


Brewer, G. E.: Observations on Acute Hzemic 
Infections of the Kidney. Am. J. Urol., 1913. 
ix, 540. By Surg., Gynec. & Obst. 


The author accredits Albarran, Pernice, and 
Scagliosi for demonstrating hamic infections of the 
kidney, having their origin in the renal parenchyma 
of micro-organisms conveyed there directly. Israel, 
in 1891, called attention to the possibility of grave 
renal suppurations, due to micro-organisms entering 
the blood current from comparatively mild local 
infection, such as furuncles, paronychias, and car- 
buncles. Jordan later reported twelve cases in 
which the original source of infection was definitely 
traced to such insignificant peripheral lesions. 

Reviewing his first series of experiments, the 
author shows that in none of the control animals 
which had received a moderate dose of pathogenic 
bacteria directly into the circulation without other 
injury did a surgical lesion of the kidney develop. 
Of 16 animals which, in addition to the inoculation, 
received an injury to one kidney, 5 showed no lesion, 
or only hyperemia and parenchymatous degenera- 
tion; of the remaining 11, all developed surgical 
lesions of the kidney; in 8 they were unilateral and 
limited to the injured kidney; in 3 they were bi- 
lateral; in 1 of the bilateral cases the lesions were 
practically equal in extent and severity; while in 
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the other 2 the lesions in the uninjured kidney were 
mild in character, and the animal undoubtedly 
would have recovered under favorable conditions. 

In the second series of cases the author illustrates 
the fact that anemia and passive hyperemia so 
lower the resistance of the organ to a blood infection 
as to result in definite surgical lesions. In connec- 
tion with this he recalls the experiments of Lucas 
and Bristow-Opitz, who demonstrated that under 
conditions of increased pressure in the renal pelvis 
and ureter the renal circulation was greatly dimin- 
ished, which explains the marked susceptibility to 
infection in cases of hydronephrosis. 

In a number of other experiments undertaken to 
determine the effects of small inert emboli in the 
production of surgical lesions by means of blood 
infection the minute seeds of blue moss were em- 
ployed. In 9 instances these were injected into the 
general arterial circulation and the animal subse- 
quently inoculated, as in other experiments. All 
of the dogs died: 6 of them from symptoms of shock, 
probably due to cerebral infarcts; 1 from acute hem- 
orrhagic pancreatitis—it also showed a very few 
renal infarcts, but there were no evidences of sepsis. 
It is probable in these cases that only a few seeds 
reached the kidney, and the damage done was not 
sufficient to lower its resistance in any great degree. 

A review of the microscopical study of lesions pro- 
duced in these experiments shows that definite lesions, 
when present, were found identical with those found 
in our clinical hematogenous infections. In most 
instances they were found to be due to a plugging 
of the small arteries and capillary vessels with 
groups of the organisms. These minute emboli are 
later surrounded by an encircling zone of round-cell 
infiltration. If the process is allowed to go on, the 
bacterial emboli are rarely recognized until areas of 
necrosis and purulent infiltration are found. At a 
still later stage many of these collections of pus 
coalesce, forming larger parenchymatous abscesses, 
which may rupture through the capsule, giving rise 
to a perinephritis. 

The author divides the symptomatology into 
three types: First, the hyperacute, or fulminating, 
which is so virulent that it proves fatal in a large 
number of instances long before any definite renal 
symptoms have time to develop. In this type the 
clinical picture is one of an acute general infectious 
disease, with few or no local manifestations. The 
second type is somewhat milder than the one just 
mentioned, but it also has a grave prognosis. This 
type is often recognized only after complete de- 
struction of the kidney, and seriously interfered with 
functional activity of the other through toxic 
degenerative changes. The third, and milder type, 
which almost invariably recovers spontaneously 
without serious damage to the renal parenchyma, 
is of interest to the surgeon chiefly for the reason 
that it furnishes a rational explanation for so-called 
idiopathic pyelitis, and also for the reason that it 
accounts for certain ephemeral rises of temperature 
observed after surgical operations. 
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In the first group, or the fulminating type of the 
disease, early nephrectomy offers the only chance of 
life to the patient. The author has observed 16 
cases of the severe type of unilateral infection: of 
these, 2 were untreated, and both died within twelve 
days; 4 were treated by nephrectomy and drainage, 
all dying shortly after operation; ten were treated 
by early nephrectomy and recovered. In the 
second group early decapsulation will almost always 
abort the process and save the kidney. This relieves 
the acute.hyperemia and favors the early inaugura- 
tion of the processes of repair. The writer has 
operated on perhaps eighteen or twenty cases of this 
type, and while there was no post-operative death 
in the series, on one occasion he was obliged to 
perform a secondary nephrectomy for advancing 
sepsis. 

Regarding the third, or mildest type of the disease, 
all that is necessary in regard to treatment may be 
summed up in three words —rest, water, and 
urotropine. Irwin S. Kott. 


Hicks, P.: On the So-Called Movable Kidney 
Disease; A Reply. Practitioner, Lond., 1913, xci, 
854. By Surg., Gynec. & Obst. 


The author, replying to a previous article pub- 
lished by Monod, states that he believes that neph- 
roptosis is to be accepted as a part only of the 
general splanchnoptosis which will develop sooner 
or later, and that, in his opinion, nephroptosis is 
not a mere symptom, but is even the cause and 
origin of symptoms, the earlier stages; i.e., the lesser 
degrees of nephroptosis causing more direct kidney 
symptoms. The author believes in nephropexy, and 
although he admits the operation is often performed 
with undue haste and on imperfect knowledge, he 
is equaliy sure that some cases respond splendidly 
to operation in which all previous treatment has 
failed. 

Believing as he does that nephroptosis is only a 
part of the general visceral ptosis, the author thinks 
that attention should be especially directed to the 
etiology and early diagnosis of this condition, and, 
more important than all, to preventive measures. 
These would consist in proper exercise and develop- 
ment of the abdominal muscles in the young, and 
freedom from downward pressure produced from 
any cause. Measures to restore the tone and sup- 
porting power of the abdominal muscles should be 
enforced in cases of visceral ptosis which have their 
origin in pregnancy and labor. H. L. SANForp. 


Murard, J.: Decapsulation of the Kidney; 
Anatomical and Physiological Study (La décap- 
sulation du rein. Etude anatomique et physiolo- 
gique). Lyon chir., 1913, x, 347. 

By Journal de Chirurgic. 

Murard’s work shows the result of experimental 
research on the rabbit and the dog. His conclusions, 
which are given herewith, are in accord with those 
of other experimenters. Complete removal of the 
capsule is easy. After it is removed there remains 
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a thin layer of connective tissue surrounding the 
kidney, from which the capsule is regenerated; but 
this is anatomically distinct from the capsule. 
Decapsulation causes some injury to the most 
superficial tubules, but these lesions are slight, and 
practically the operation may be regarded as harm- 
less. 

After decapsulation a new capsule forms very 
rapidly; by the tenth day it is as thick as the normal 
capsule, and later it becomes thicker and harder. 
This new-formed capsule has the same structure as 
the normal capsule, with the exception that the 
fibrous bundles are less regularly arranged. Con- 
trary to the opinion of d’Albarran and Bernard and 
of Tuffier, Murard has never seen this regeneration 
of the capsule accompanied by sclerosis of the renal 
parenchyma. There is no doubt that vascular 
anastomoses are produced between the kidney and 
the periphery, but these anastomoses are slight, not 
well-developed, and have no functional importance. 

From the point of view of increasing the circula- 
tion, decapsulation is a useless operation. Soon 
after decapsulation the kidney seems to increase in 
volume, and becomes softer. These changes in 
form and consistency result from the fact that the 
kidney, no longer being restrained by the capsule, 
becomes gorged with blood. The increase in weight, 
3 to 4 gr. in the dog, confirms the increase in the 
quantity of blood circulating in the kidney. 

The study of renal function after decapsulation 
shows a slight polyuria with an increased amount of 
urea; but these changes, which take place in both 
kidneys, are slight and of short duration. Clinical 
experience seems to indicate that in man the effect 
is more important and less transitory. The new 
formation of vessels does not seem to play any part 
in this polyuria which takes place immediately; it 
must be attributed either to renal hyperemia, which 
follows the decortication, or to a hypothetic action 
of the sympathetic nerves of the gland. 

C. LENORMANT, 


Vincent, W. G.: A New Kidney Cushion; A Two- 
Compartment Air Cushion, Designed Partic- 
ularly for Use in Kidney, Upper Abdominal, 
and Neck Operations. Med. Rec., 1913, Ixxxiv, 
1035. By Surg., Gynec. & Obst. 

The author presents a new kidney cushion with 
improvements over the Edebohls cushion. The 
tendency of the latter to slip sidewise is overcome 
and when not fully inflated the pressure is diffused, 
instead of being directed to a point; also, the insecure 
balance of the patient on the old cylindrical cushion 
requiring readjustment, menacing sterility of the 
operative field, is obviated. 

The new cushion is triangular in shape and is 
divided into two compartments, the division being 
on a horizontal line just above the center. 

The base of the cushion measures 20 x 8% inches, 
and with both compartments inflated is 714 inches 
in height. Each compartment is provided with an 
inflation tube 30 inches long, and is equipped with a 


bicycle-type valve, so that whenever desired the 
degree of inflation may be decreased or increased 
in either or both compartments by a nurse at a safe 
distance from the operative field. One or both 
compartments may be partially or completely 
inflated, to suit the requirements of the operation. 
Five years’ experience with this cushion has demon- 
strated its advantages over sand bags, and other 
types of air-inflated cushions in operations in the 
upper abdomen, thyroid, tonsil, and cervical 
adenitis, while in general work, with the patient in 
dorsal position, the partially inflated bag supports 
the lumbar curve, preventing post-operative pain 
due to overstretching on a flat table. 
H. G. Hamer. 


Caulk, J. R., and Davis, T. M.: The Phthalein 
Test for Renal Function, with Relation to 
Operative Procedures. J. Mo. St. M. Ass., 1913, 
X, 196. By Surg., Gynec. & Obst. 


This study gives added proof of the extreme value 
to the surgeon of the phenolsulphonephthalein test 
as an aid in diagnosis and particularly as an indica- 
tion before operation of the functional activity of 
the kidneys. The authors summarize their findings 
in 25 cases of obstruction at the vesical neck; 10 
cases of renal calculus; 14 cases of renal tuber- 
culosis; 6 cases of pyonephrosis; 11 cases of pyelitis; 
3 cases of hypernephroma; and 2 cases of floating 
kidney; as well as 147 medical cases, in 14 of which 
there was marked kidney disease. 

Two of the cases with urinary obstruction with 
very low phthaleins died from uremia before op- 
eration. All of the others showed a diminished 
phthalein output which almost invariably improved 
on preliminary drainage and in none of these cases 
was there any suggestion of post-operative uremia. 
In the calculus cases there was reduction in the 
phthalein in only two of the 1o cases, which two 
cases had an associated pyonephrosis. Of the 14 
cases with renal tuberculosis five had _ bilateral 
lesions. In the unilateral operated cases the ex- 
cretion of phthalein ran parallel with the degree 
of renal destruction. Subsequent phthaleins in 
these cases showed, immediately after operation, 
a diminution but later an increase of the output 
equal to or greater than it was before operation. In 
six cases of pyonephrosis, the diseased side, in five 
with unilateral disease, showed marked reduction 
to total absence of phthalein, the total phthaleins 
in these cases being about normal, whereas in the 
bilateral pyonephrosis there was marked total 
diminution. In 11 cases of pyelitis, three of hy- 
pernephroma, and two of floating kidney, there was 
practically a normal appearance time and _ total 
excretion in all. The authors emphasize the im- 
portance of comparative tests from time to time 
on each case, and state no definite percentage 
figure above which it will be safe to operate, but 
consider that each case must be judged on its own 
individual and comparative findings. 

FRANK HINMAN 
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Scott, S. G.: The Radiographic Technique in 
Pyeloradiography. Proc. Roy. Soc. Med., 1913, 
vii, Surg. Sect., 41. By Surg., Gynec. & Obst. 


Scott insists that the catheterization and the 
injection be made by the surgeon, and on the X-ray 
couch in position for the skiagraphy, so the patient 
will not be moved, as a slight movement might pull 
out the catheter. Compression with the X-ray tube 
does not affect the free entrance of the collargol into 
thepelvis. The author does not recommend watching 
the solution fill the pelvis by means of the fluoroscope 
as it is difficult to see, and takes a longer time. 
Radiograms are taken at full inspiration and full 
expiration. The time consumed should not exceed 
fifteen to twenty seconds. Joun G. Burke. 


Kidd, F.: Pyeloradiography: A Clinical Study. 
Proc. Roy. Soc. Med., 1913, vii, Surg. Sect., 16. 
By Surg., Gynec. & Obst. 

Kidd reviews the progress of urology in the last 
thirty years, and cites the uses of the cystoscope, the 
réntgen rays, and the catheterizing cystoscope, 
which enabled the physiological and pathological 
value of each kidney to be determined with accuracy. 
This still left to be solved the anatomical problem, 
whether two kidneys were present or only one, and 
what is the shape, size, and arrangement of each 
kidney and ureter. 

This anatomical problem is solved by pyeloradi- 
ography, a shadow picture of the kidneys and ureter 
being taken while the pelvis of the kidney is filled 
with a solution opaque to the X-rays. The solution 
used is a five per cent collargol for thin patients and 
seven per cent for stout subjects. He finds this so- 
lution less irritating than colloid silver oxide or 
“‘cargentos.” He states that the solution of silver 
iodite has not been used in a sufficient number of cases 
to establish Kelly’s claim that it is non-irritating. 

Kidd insists that no anesthetic be given, as it is 
important that the patient be able to tell when the 
pelvis becomes distended, by a feeling of fullness 
in the loin. If an anesthetic is given there is no 
way of telling when the pelvis is full, and too much 
of the solution may be forced into the kidney. The 
solution is passed through a ureteric catheter by 
means of gravity from a burette with a mercury 
manometer attached, a pressure of not more than 
30 mm. of mercury being all that is necessary. A 
normal pelvis holds from four to ten ccm. of the 
solution, which falls into the pelvis slowly and steadi- 
ly, until the pelvis is full, when it ceases to flow. 
As soon as the fluid ceases to fall in the burrette the 
skiagram is taken, and the catheter is at once 
removed, so as to allow the solution to flow freely 
into the bladder, as the longer the solution remains 
in the pelvis under pressure the more likely it is to 
penetrate to the cortex. Pyeloradiography is of 
value in detecting congenital malformations, dilation 
of the pelvis and ureter, either mechanical or in- 
flammatory. 

Kidd had three autopsies where pyeloradiography 
had been used. Two cases did not show any damage 
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to the renal substance. In the third case the solution 
had penetrated to the cortex, and the pathologist 
was unable to determine whether it had done any 
damage or not. On experiments made on fresh 
sheeps’ kidneys it was determined that infiltration 
of the cortex depends on the pressure, and also the 
time the pressure is maintained. 

The conclusions are: 

1. The gaining of the knowledge of the exact 
anatomical state of the kidney and ureter before 
operation is of such vital importance that a method 
must be found which will give this information. 

2. The most feasible method is to fill the renal 
pelvis with a solution opaque to the X-rays and take 
a skiagram. This has been done in a large number 
of cases with excellent results. 

3. The solutions so far employed, such as collar- 
gol, cargentos, etc., seem to irritate the kidney a 
little, though the irritation is only a passing one and 
is recovered from completely. 

4. It remains for future research to find a solu- 
tion that will not irritate the kidney. 

5. Meantime collargol can be used in weak solu- 
tions of 5 to 7 per cent, under low pressure, 30. mm., 
and with as short an exposure as possible — less 
than fifteen seconds. 

6. Caution is still necessary in advising pyelo- 
radiography, and it should be employed only by those 
who are in a position to practice it assiduously in 
carefully selected cases, that is to say, cases in which 
otherwise an exploratory operation would seem to 
be necessary. The risk is far less than that of an 
exploratory operation. 

7. It is probably not wise to inject more than one 
kidney unless the conditions are very exceptional. 
It is certainly not advisable to fill the same kidney 
on three or four different occasions with strong 
solutions, say 15 to 50 per cent, as has been reported 
by certain authors. Joun G. Burke. 


Walker, J. W. T.: The Early Diagnosis of Hydro- 
nephrosis by Pyelography and Other Means. 
Ann. Surg., Phila., 1913, lviii, 766. 

By Surg., Gynec. & Obst. 


The author prefaces his consideration of this 
subject by pointing out the resultant effects of renal 
dilatation on renal function. In a fully developed 
hydronephrotic sac there is little secreting tissue, 
the kidney undergoing changes of interstitial 
nephritis; removal of obstruction is, therefore, not 
necessarily followed by recovery of normal function. 
He cites cases where the impairment was demon- 
strated by functional tests; also a case of bilateral 
hydronephrosis in which removal of obstruction 
failed in that the renal function became progress- 
ively worse. The diagnosis of hydronephrosis in 
this stage is usually an easy matter, and is not 
further considered in the article. 

It is evident that in the presence of beginning 
hydronephrosis the diagnosis must be made early 
in order to prevent permanent functional impair- 
ment. The cause of the obstruction may or may 
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not be demonstrable by ordinary clinical means. 
In the case of obstruction by an impacted stone 
a gradual diminution in the severity of the attacks 
of colic is an important sign, pointing to gradual 
stretching of the pelvis and ureter, and, thereby, of 
the muscular walls, which atrophy and lose their 
sensibility. Thus renal dilatation may increase 
with less and less symptomatic evidence. There 
may be, however, a constant ache in the kidney 
region and a persistent polyuria. He cites a case 
in which marked polyuria and albumin were present, 
due to a calculus lodged just above the bladder. 
Removal was followed by disappearance of the 
polyuria and albumin. 

If the obstruction is due to causes such as aber- 
rant vessels, valve formations, or congenital ureteral 
stenosis, the diagnosis cannot be made by ordinary 
clinical means, and we must therefore resort to the 
X-rays and the ureteral catheter. The symptoms are 
usually intermittent, colicky pain, or constant renal 
pain, and polyuria, but the picture is rarely clear, 
and pain from other causes, e. g., osteo-arthritis, 
must be differentiated. 

The author lays stress on the importance of 
careful and correct interpretation of kidney radio- 
graphs and alludes to the lack of normal standards. 
He has found that there is a constant ratio between 
the width of the vertebre and the size of the kidney. 
He therefore measures the width of the first three 
lumbar vertebre in the narrowest part, projects a 
line outward horizontally from each vertebra equal 
to twice the above measurements. The three 
points where these lines terminate will mark the 
outer limits of a normal kidney. A ureteral cathe- 
ter with half-inch opaque markings will afford a 
means of measuring the size of the kidney. 

The capacity of the renal pelvis, estimated by 
Luys at 2 to 3 ccm., by Bazy, 30 ccm., the author 
has found, by radiography and operation, to be 5 
to 7 ccm. as a maximum. He finds an objection 
to Kelly’s method of distention of the pelvis to the 
point of causing pain in cases of polyuria. Here, 
the secretion of urine may be so fast that the pelvic 
distention is not all due to the amount of fluid in- 
jected through the catheter. As to the severe colic 
from pyelography reported in certain cases, the 
author believes the causes to be too rapid injection, 
overdistention of the pelvis, or improper tem- 
perature of the collargol solution. 

A study of X-ray plates leads the author to believe 
that the renal dilatation may be of two types: 
(1) A “renal type,” in which dilatation begins in 
the calyces, which become elongated, club-shaped, 
and considerably enlarged before the pelvis enlarges; 
(2) a “pelvic type,” the pelvis becoming more and 
more globular and the calyces flattened out. He 
reports several cases illustrating the different types 
and degrees of hydronephrosis, and the differential 
diagnosis from abdominal tumors, such as those 
of the gall-bladder. Where the diagnosis was made 
early, his operations for hydronephrosis in its vari- 
ous forms were followed by good results. Sources 
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of error in radiography are emphasized, the author 
believing that injury to the kidney by collargol is 
very exceptional if gravity alone is used, the 
receptacle never being raised more than 12 inches 
above the level of the urethra, and the flow stopped 
at the moment when pelvic pain is produced; the 
use of an anesthetic is therefore prohibited. 
HorAcE BINNEY. 


Moore: The Removal of Ureteral Calculi with the 
Operating Cystocope; with a Report of Three 
Successful Cases. Urol. & Cutan. Rev., 1913, 
Xvii, 635. By Surg., Gynec. & Obst. 

The use of the operating cystoscope for the 
removal of ureteral calculi has received little encour- 
agement from surgical writers, and only a few suc- 
cessful cases have been reported. The mortality of 
operation by section is high, ranging in the reports 
of various surgeons from 6 to 17 per cent, and in 
cases where complications existed the mortality 
rate ran as high as 52 per cent. The cases from 
which these figures are drawn are taken from the 
reports of Leonard, Fowler, Deaver, and others. 
In view of this high mortality, the assertion that the 
cystoscope procedure should at least be attempted 
is certainly not open to question. Successful cases 
of the removal of ureteral calculi with the operating 
cystoscope have been reported by Lewis, Schmidt, 
Kelly, Braasch, Moschowitz, Young, Kreissl, 
Casper, and Kolischer. With such an array of 
surgical talent as this in favor of the method the 
procedure assuredly deserves additional study and 
development. 

The diagnosis is often difficult; the stones may 
not show at the ureteral meatus upon cystoscopical 
examination and may not appear in an X-ray 
negative. In three of the author’s cases where 
ureteral calculi existed, the X-ray negatives were 
without indications of stone. In the three cases 
here reported the operating cystoscope has been 
used successfully. In the first and third case the 
stone was wedged in the intramural portion of the 
ureter, protruding into the bladder. In both of 
these it was possible to grasp the stone with the 
forceps, which had been introduced through the 
cystoscope, and to withdraw at one time the whole 
operating outfit, with the stone. In the second case 
of the series, however, the stone was not in sight; 
the calculus was imbedded in the intramural portion 
of the ureter and the ureteral meatus closed in front 
of it. In order to obtain the release of this stone a 
knife was passed through the cystoscope and 
the ureteral meatus was slit. The stone was then 
exposed and was grasped with the forceps and with- 
drawn successfully. In another series of three cases 
the writer was able to dislodge ureteral calculi by 
the injection of oil through a ureteral catheter. In 
each of these cases the stone was in the lower portion 
of the ureter and passed shortly after the injection 
of the oil. In all of the cases cited the symptoms 
entirely disappeared. In view of the results in his 
cases and those reported by other surgeons the 
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author concludes that the natural course of treat- 
ment following a diagnosis of stone in the ureter 
should be as follows: 

1. An attempt should be made to wash out the 
stone by the administration of large quantities of 
distilled water by mouth. 

2. The stone should be removed from the ureteral 
meatus with forceps through an operating cysto- 
scope. 

3. An ureter should be injected with oil to cause 
passage of the stone beyond the grasp of the forceps. 

4. The wall should be incised over the intramural 
stone that cannot be removed by the previous 
methods. 

5. Operation by section should be done as a last 
resort. 

If this plan is followed, the writer believes that the 
number of cutting operations for ureteral calculi 
will be materially reduced. Although it may prove 
to be only the exceptional case that can be relieved 
before the cutting operation becomes necessary, the 
procedure will have been worth while in the avoid- 
ance, even in a few cases, of the high mortality rate of 
ureterolithotomy. 


Mackenrodt, A.: Treatment of High Injuries 
of the Ureter; and Treatment of Defects and 
Injuries of the Neck of the Bladder and the 
Sphincter of the Urethra (Zur Behandlung hoher 
Harnleiterverletzungen. Zur Behandlung von Defek- 
ten und Verletzungen des Blasenhalses und des 
Sphincter urethre). Zischr. f. Geburtsh. u. Gyndk., 
1913, Ixxiv, 241. By Journal de Chirurgie. 

The author gives a critical discussion of the cases 
of injuries high up in the ureter that he has seen 
and operated on for several years, and comes to the 
following conclusions: A closure of the ureter, of 
ten hours’ duration, may under some circumstances 
completely annihilate the function of a previously 
healthy kidney, and this acute destruction of func- 
tion in a healthy kidney may affect the other kidney 
sympathetically. The microscopical picture of the 
other kidney in two cases showed that the epithelium 
of the finer tubules was degenerating and was in all 
stages of necrosis. No septic process was visible 
and there was no chang: in the macroscopical 
appearance. 

In the treatment of high injuries of the ureter 
there is a choice between the following methods: 

1. Ligation of the ureter, which should only be 
undertaken if a functional test has shown that both 
kidneys are absolutely normal and if the heart is 
normal. For these reasons it is not such an in- 
significant operation as has generally been thought. 

2. In cachectic diseases the author recommends 
an operation tried by him. He carries the stump 
of the ureter through the quadratus and sutures 

it to the skin in the lumbar region, and inserts a 

permanent ureteral catheter. After a time the 

ureteral fistula closed. This method has _ the 
advantage over the first one, in that the affected 
kidney is gradually excluded. 
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3. The uniting of the two ends of the ureter over 
a magnesium tube, which operation he explains. 

4. In spite of these methods he thinks, if the 
other kidney is sound, the best and least dangerous 
method is extirpation of the kidney. 

The author recommends Freund’s operation, 
which, with some modifications, he has used success- 
fully in several cases. The bladder and urethra 
are formed from the mucous membrane of the 
vagina or bladder surrounding the fistula. The 
body of the uterus, drawn forward by anterior 
colpotomy, is so located that it almost compresses 
the neck of the bladder by suture of wide lateral 
flaps from the vagina. BLEEK. 


Rochet: Extravesical Method of Approaching 
the Bladder End of the Ureter (Voies extra-vési- 
cales d’approche sur la terminaison des uretére de la 
région correspondante de la vessie). Cong. de l’ass. 
franc.d’urol., Par., 1913,Oct. By Journal de Chirurgie. 


Rochet thinks that to find the termination of the 
ureters in the bladder and the vessels and nerves 
that surround them by the abdominal route, sub- 
peritoneal dissection of the bladder may be utilized 
as a preliminary step; but it is preferable to go 
through the peritoneum at once, after placing the 
patient in the Trendelenburg position, to draw the 
bladder decidedly upward and forward, and then 
incise the peritoneum which closes the rectovesical 
cul-de-sac anteriorly; in this way the ureterovesical 
region is easily exposed. J. Dumont. 


BLADDER, URETHRA, AND PENIS 


Averseng: Forms of Pericystitis (Des péricystites). 
Cong. de lass. franc. d’urol., Par, 1913, Oct. 
By Journal de Chirurgie. 

Aversenq shows that the great cellular space 
described by Retzius around the bladder is in r-ality 
divided into two parts by a very well-marked 
aponeurosis, the prevesico-pelvic fold; the perivesical 
space is « sort of sheath to the bladder and ascends 
toward the umbilicus. The rest of the space is called 
the prevesico-pelvic space. Those inflammations 
which affect the sheath of the bladder are called 
pericystitis, those which are localized in front of 
the organ and separated from it by the prevesico- 
pelvic fold are called extracystitis. 

There are several forms of pericystitis: (1) The 
serous form, which is an early stage; (2) the sclero- 
adipose form, which is characterized by the forma- 
tion of fibrous and adipose tissue around the 
bladder; (3) the suppurative encysted form, which 
may be localized around the badder wall or develop 
externally toward the peritoneum; (4) the circum- 
scribed phlegmonous form, which is only an exten- 
sion of the preceding form; (5) the diffuse phleg- 
monous form, characterized by the extension of the 
lesions outside the perivesical sheath. It is accom- 
panied by perforation of the bladder and sometimes 
of the peritoneum and may extend in any direction: 
(6) The complications of pericystitis may be any 
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degree of cystitis, even to ulcer and perforation, 
compression of the ureter, pyelonephritis, pyone- 
phrosis, and perinephritis. ‘There may also be in- 
testinal, genital, or general complications. 

There are three chief forms of extracystitis, as 
follows: 

1. The sclerotic, suppurative form, the most 
typical expression of which is the woody phlegmon. 

2. The suppurative form with large abscesses, 
which is the ordinary prevesical phlegmon, with an 
abscess in Retzius’ space, prolonged toward the 
pelvis. 

3. The phlegmonous form, in which the abscess 
extends outside the limits of the prevesical space. 
It may invade the iliac fossa, but has a special tend- 
ency to open through the skin in the region of the 
umbilicus or through some weak spot in the wall, 
such as the inguinal ring. 

The complications are the same as those of peri- 
cystitis, with perhaps a more marked preponderance 
of appendix complications. As to pathology, they 
are divided into those originating in the bladder and 
extending outward, and those originating outside 
the bladder and extending inward. Acute pericys- 
titis originating in the bladder is a complication of 
cystitis, and may assume a diffuse phlegmonous 
form. Acute pericystitis originating outside the 
bladder is often due to an inflammation of the 
appendix or adnexa. Chronic pericystitis of vesical 
origin is often a complication of prostatitis, calculus, 
or stricture. Chronic pericystitis of non-vesical 
origin may be due to the extension of an infectious 
or neoplastic inflammation of the uterus, rectum, 
or some other organ. 

All these forms have subjective symptoms which 
may be confused with those of cystitis or inflamma- 
ton of the neighboring organs, and objective symp- 
toms which may be determined by vaginal or rectal 
examination and combined palpation. Acute extra- 
cystitis, on the contrary, has very clear-cut symp- 
toms, sharp hypogastric pain and a tumor which 
extends from the umbilicus to the pubis, the pelvic 
prolongation of which may be felt through the 
vagina or rectum. Almost the only symptom of 
chronic extracystitis is hypogastric swelling. 

It is sometimes difficult to diagnose pericystitis, 
as the symptoms are largely those of cystitis. The 
date of appearance and the degree of intensity of 
the urinary symptoms must be considered, as well 
as the changes in the urine and the character ot the 
abdominal and pelvic swellings. All of these factors, 
if carefully studied, will lead to correct diagnosis. 
As extracystitis is more definitely localized it is not 
so hard to diagnose, yet it must be distinguished 
from intestinal tumors, cysts of the urachus, etc. 
Pericystitis is often discovered only on autopsy, and 
the prognosis is very grave. That of different 
forms of extracystitis is not so severe, and, as they 
are more localized, they lend themselves better to 
treatment as well as diagnosis; but because of their 
nearness to neighboring organs they may cause 
serious results if not evacuated promptly. The 
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treatment of pericystitis is essentially that of the 
cause. It may be necessary to operate on a hyper- 
trophied prostate, an appendix, or a salpingitis; 
however, the pericystitis itself sometimes demands 
special treatment. Extracystitis demands a hypo- 
gastric incision and a perineal or vaginal counter- 
opening. 

CATHELIN has studied more particularly the forms 
of pericystitis which he called gynecological or post- 
operative, following dissection of the bladder in 
hysterectomy for fibroids, and suppurative peri- 
cystitis, of which he reports a very curious case that 
had been taken for a very rapidly developing cancer 
of the intestine and peritoneum. It was incised and 
followed three months later by a perineal prostatec- 
tomy. 

VERLIAC, in 52 cases of pericystitis, tried to 
determine the relative frequ ncy of simple fibro- 
adipose pericystitis, with or without adhesions to 
the neighboring organs, suppurative pericystitis, 
and pericystitis with perforation of the bladder. In 
prostatic cystitis, fibro-adipose pericystitis is more 
frequent than suppurative in the proportion of 75 
to 25. In gonorrhoeal cystitis with stricture, 42 per 
cent of the cases showed a simple fibro-adipose 
pericystitis, 35 per cent a suppurative pericystitis, 
and in 21 per cent there was perforation of the 
bladder. In cystitis from lithiasis, the proportion 
was almost the same. In phlegmonous cystitis, 
fibro-adipose pericystitis is relatively frequent, 
40 per cent; the pericystitis is suppurative in 20 
per cent of the cases, and there was perforation of 
the bladder in 4o per cent. 

LEGUEU observed a very typical case of diffuse 
phlegmonous pericystitis, characterized by general 
symptoms, with almost no local signs. In a peri- 
cystitis of this kind opened through the hypo- 
gastrium, he had recovery from subcutaneous injec- 
tion of Vallée’s polyvalent serum. Chronic peri- 
cystitis, when low down, resembles cancer so much 
that a wrong diagnosis may be made; exploratory 
operation may give very good results in these sub- 
vesical inflammatory tumors. 

Bazy divides pericystitis into that of vesical and 
extravesical origin, and mentions the different loca- 
tions in which the extravesical forms may originate. 
Those of vesical origin may be acute or chronic and 
may lead to the formation of enormous masses of 
sclero-adipose tissue, simulating infiltrating neo- 
plasms of the bladder. Some cases of partial peri- 
cystitis may be accompanied by intense pain, a 
symptom of phlebitis which gives rise to phlebo- 
liths, or false calculi of the bladder. Sometimes 
interstitial cystitis with pericystitis may lead to 
stricture of the bladder in women and true incon- 
tinence of urine. 

Pousson calls attention to two late results of 
perivesical inflammation due to suprapubic incision 
for various operations on the bladder. The first of 
these is the formation of a fistula in the bladder 
because of adhesions between it and the posterior 
abdominal wall. The second is due to an extension 
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of the pericystitis throughout the whole extent of 
the organ, so that it becomes embedded in sclerotic 
tissue and cannot expand or contract, but becomes 
merely a passive reservoir, from which the urine 
escapes as fast as it is poured in by the ureters. He 
cites a case of pericystitis following appendicitis, 
which was interesting in that there had been no 
previous symptoms pointing to the appendix. 

Marion thinks that one of the most interesting 
forms of pericystitis is that observed after endove- 
sical operations, and his experience leads him to be- 
lieve that pericystitis occurring after lithotrity 
generally yields if a permanent catheter is inserted, 
the bladder irrigated, and ice or hot compresses 
applied. In his opinion, it probably originates in 
the lymph-vessels and is caused by bruising the 
mucous membrane during the operation. Occasion- 
ally it goes on to suppuration — he has seen two 
cases that did. He has seen two cases following 
endovesical operations for tumors, one of which 
recovered and the other ended in death, with a 
veritable subperitoneal septic infiltration of the 
iliac fossa. Cases sometimes follow prostatectomy 
and in these cases the suppuration is in Retzius’ 
space. They generally end favorably if drainage 
is established in front of the bladder. In conclusion, 
a case of tubercular pericystitis is cited, which was 
exceptional in that it was not an ordinary inflamma- 
tion in the course of a tubercular cystitis, but a 
true perivesical cold abscess. 

DELBET thinks that pericystitis is frequent but 
not very interesting to the genito-urinary surgeon, 
but that paracystitis, on the contrary, is more 
important; and he thinks, with Guyon and Hallé, 
that it should be divided into the true and the 
false. The false paracystitis is due to extra-urinary 
infections, appendicitis, phlegmon of the broad 
ligament, puerperal infection, etc. He has seen 
many cases, but true paracystitis following urinary 
infection is rarer. Personally, aside from the ordi- 
nary cases, Delbet has seen a pericystitis of the 
anterior surface of the bladder and sclero-adipose 
pericystitis in a woman. Pericystitis is frequent 
after section, especially in prostatic cases. To avoid 
it, he sutures the edges of the vesical wound to the 
edges of the skin wound; the perivesical space is 
thus closed to infection. 

MARINGER reported a case in which, in the course 
of a chronic urethritis, infection of the glands of the 
neck of the bladder caused a localized pericystitis. 
Recovery followed evacuation of the infected glands 
by massage. 

ImBERT called attention to a form of pericystitis 
advancing from without inward, characterized by 
considerable thickening of the bladder wall, with 
apparently no involvement of the mucous membrane. 
The bladder symptoms are so slight in this form 
that often it is recognized only on laparotomy. The 
abdomen being opened, the uterus is found so 
buried in adhesions that it is sometimes difficult to 
reach it. The bladder, which is very much in- 
creased in size by the thickening of the wall, caps 


INTERNATIONAL ABSTRACT OF SURGERY 


the top of this organ, so that it is in great danger of 
being injured. When the uterus and adnexa are 
removed the bladder forms a supplementary tumor, 
which it is preferable to leave alone, for resolution 
of the fibrous mass takes place spontaneously in 
the course of a few weeks. The diagnosis is particu- 
larly difficult on account of the absence of bladder 
symptoms. Imbert does not think that the bladder 
itself requires operation, for he says he has never seen 
the sclerotic process involve the ureters. 

PasTEAU shows that cystoscopy is of value in 
cases of pericystitis that are not very well defined, 
both to establish the diagnosis and to determine 
the stage of progress of the lesions. He has noted, 
particularly in cases of appendicitis that have a 
tendency to develop toward the bladder, signs of a 
diffuse reddening, and cedema, generally localized 
in the laterosuperior part of the cavity of the 
bladder. 

HoccE reported a case in which, following epi- 
didymectomy, perivesical suppuration developed 
along the vas deferens as far as the seminal vesicles 
and the prostate. He states that the diagnosis 
was very difficult, because there was a suspicion 
of a right renal tuberculosis in this patient, which 
had not yet been confirmed, in spite of the fact that 
all means of diagnosis had been employed, including 
catheterization of the ureters through the opened 
bladder. 

ABADIE had a case of a young girl, who for a year 
and a half had had bladder symptoms which ren- 
dered a diagnosis of renal tuberculosis probable. 
Finally adnexal symptoms developed, and after 
laparotomy with removal of the adnexa the bladder 
symptoms disappeared. This shows the interest of 
these cases of false pericystitis, where the lesions, 
tubercular or other, are located in neighboring or- 
gans secondarily, but only the bladder presents 
symptoms for a long time. This symptomatology 
may lead to an incorrect diagnosis and to operation 
directed toward the bladder or the kidney, when 
it is the uterus or the adnexa that requires attention. 
These cases of false pericystitis in women should 
be borne in mind by genito-urinary surgeons as well 
as gynecologists. 

Brin reported having seen many cases of peri- 
vesical abscess following appendicitis, either in the 
cellular tissue or in the Douglas pouch; three of the 
latter opened into the bladder and recovered spon- 
taneously; the third disappeared only after opening 
the rectum. In his opinion lesions of the adnexa 
also frequently cause pericystitis, and he cites some 
cases rupturing into the bladder. As to true peri- 
cystitis, he cites some cases of infiltration after 
rupture of the posterior urethra, and shows that the 
best means of avoiding it is simple cystoscopy. He 
concludes by citing a case of anterior pericystitis 
following a puncture of the bladder, a case of acute 
infection of a diverticulum containing two calculi, 
and an interesting case of sclerous pericystitis due 
to puncture of the abdominal wall and the bladder 
by a thermometer. 
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LE Fur, besides the case reported in his thesis, 
reported three other cases of pericystitis. Two 
were of genital origin in men with very severe 
gonorrhoea and extensive suppuration, one recover- 
ing spontaneously after evacuation of the abscess 
into the bladder, the other after a perineal incision. 
The third case was a primary case of pericystitis, 
very probably of tubercular origin, in a man of 28 
who had genital tuberculosis, which ended in death. 

PAYAMACHE reported a case of calculous pericys- 
titis ending in death. 

DeEsNnos stated that perivesical inflammatory 
lesions frequently leave behind them functional 
troubles which are not known, because the patients 
are dismissed from observation too soon. If they 
are followed up for a long time two sorts of cases 
will be found. In one the peripheral infection reaches 
the bladder cavity and a very stubborn pyuria is 
set up, which it is very difficult to cure. In the 
other the urine is clear, but the patients are obliged 
to urinate with excessive frequency, as in hyper- 
trophy of the prostate, this trouble being worse at 
night. Ordinarily, there is polyuria also. Later, if 
the condition persists, there is weakening of the 
bladder muscle and complete retention develops. 


Heath, O.: The Significance of Frequency and 
Tenesmus in Acute Cystitis. Brit. M.J., 1914, 
ii, 1430. By Surg., Gynec. & Obst. 

Heath presents a case of acute cystitis of one 
month’s duration, treated by an autogenous vaccine 
in 7 days’ time, followed by an absolute and per- 
manent cure, without the use of urinary antiseptics 
or mechanical washings of the bladder. 

The patient, a medical man, had acquired 
gonorrhoea, the discharge under the microscope 
showing a mixed infection consisting of gonococcus, 
staphylococcus albus, and a gram-positive bacillus 
of the xerosis, or pseudodiphtheria type. There 
was no treatment other than care as to cleanliness, 
and the discharge disappeared in about three weeks. 
During the next two months, there were two or 
three recurrences of a gleety discharge, which 
cleared up; at the end of that time, the patient 
noticed he could not hold his urine for longer than 
two hours in the day, and had to get up once or 
twice during the night to micturate. This condition 
of great discomfort was allowed to continue for a 
month, when the author was consulted with a view 
to having a vaccine made. 

Examination of the urine showed a moderate 
amount of pus with numerous vesical cells, and both 
the stained films and the cultivations made from 
the centrifugalized pus showed staphylococci and 
bacilli of the xerosis type, but no gonococci. 

In the treatment of acute cystitis following a 
mixed infection, the author emphasizes three im- 
portant points: (1) That the gonococci disappear 
in the majority of cases, and the infection being 
kept up by the other bacteria which had been present 
in the original discharge and that marked symptoms 
of frequent micturition and tenesmus after the act, 
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are indications of a strong and healthy reaction to 
the bacteria; (2) that frequency and tenesmus are 
part and parcel of the process of cure, and should 
never be treated symptomatically; (3) that tenesmus 
can be almost entirely, and frequency partly, con- 
trolled by the amount of water taken by the 
patient. 

Active treatment was commenced by the sub- 
cutaneous inoculation of 50 million staphylococci 
and 25 million bacilli; and 24 hours later, drink was 
withheld for five hours to raise the bacteriotropic 
power of the blood, and with a view to increasing 
the frequency and producing tenesmus. This 
procedure was repeated at 48 and at 72 hours after 
the inoculation, as much water as was required to 
relieve the symptoms being allowed between times; 
on the fourth day, a second dose of vaccine of too 
million staphylococci and 50 million bacilli was 
given, and 48 hours later drink was withheld for 
four to five hours, for the reasons noted above. 
The symptoms after the second inoculation gradually 
improved from day to day, and on the eighth day 
the symptoms had apparently disappeared alto- 
gether. 

A third dose, of 150 million staphylococci and 
75 million bacilli, was inoculated on the evening 
of the eighth day in order to make assurance 
doubly sure. From that day, now over three years 
ago, there has been no recurrence nor any sign of 
trouble, and the urine examined on that day was 
found to be free from pus and bacteria, and has 
been normal ever since. THEO. Drozpow!tz. 


Stokes, A. C.: Treatment of Tumors of the Blad- 
der. Urol. & Cutan. Rev., 1913, xvii, 644. 
By Surg., Gynec. & Obst. 

The author endeavors to point out the different 
methods of procedure of operations for tumor of the 
bladder, depending upon the origin and position of 
the tumor. 

The method of surgical attack preferred is the 
suprapubic region, and, in a certain number of cases, 
transverse incision, and in every case a wide inci- 
sion at least should be made and the bladder well 
exposed. 

The author does not seem to think that the 
electrical methods offer much hope in cancer, but 
in cases of disseminated papilloma that have oc- 
curred occasionally he believes the DeKeating-Harte 
current is exceedingly useful. In all doubtful cases, 
however, and most of them are doubtful, he believes 
that the removal of the tumor by surgical methods 
is best wherever possible. Furthermore, he 
believes that tumors of the bladder should be 
diagnosed not only as to the fact of their existence 
but from the point from which they arise in the 
bladder, and their treatment also should be governed 
by the point from which they arise. 

Partial resection, wherever possible, offers the 
best results, but dissection of the mucous membrane 
off of the walls of the bladder is occasionally valu- 
able in sessile tumors when they are dotted over 








414 


different portions of the interior surface of the 
bladder. 

When the tumors arise from the prostate, the 
prostate should be removed. In extensive carcino- 
ma the total removal of the bladder is indicated with 
the implantation of the ureters into the rectum, 
which as yet offers the best method of procedure in 
these cases. 

Each tumor of the bladder must be considered 
separately as having anatomical relations which 
require special consideration. It is believed that 
every tumor of the bladder is potentially malignant 
and should be so considered until proven otherwise 
ifjpossible. 


Bridoux, H.: A Case of Adenoma of the Bladder; 
with Remarks on the Pathology of the Affec- 
tion. Am. J. Urol., 1913, ix, 514. 

By Surg., Gynec. & Obst. 


The patient, a laborer, 48 years of age, entered 
Rochet’s Clinic at Lyons. The family and personal 
history was negative. He complained of colicky 
pains for some time but had noticed no calculi. The 
urine was thick and a hemorrhage had occurred 
about three years before; micturition was frequent 
and abundant; there was no retention and no incon- 
tinence. 

The physical examination of the kidneys, abdo- 
men, bladder, and rectum was negative; no calculus 
was found by sound; but hematuria was found each 
time at micturition and the urine contained pus. 

The patient was weak, had lost weight and was 
anemic. Upon opening the bladder by a transverse 
incision the surface was found literally riddled with 
small papillomatous tumors, varying in size from 
that of a hazel-nut to that of a walnut. All the 
growths that could be seen or felt were removed by 
curettage or cautery. The hemorrhage was so 
severe that the bladder was packed with iodoform 
gauze for ten minutes, after which the gauze was 
removed and a drain inserted. The patient died 
four days after the operation. 

At autopsy the bladder showed signs of the recent 
operation; the ureters were dilated from about two 
inches above the bladder to the kidney and the 
walls were thin; the kidneys were cystic. 

Microscopical examination of fragments of the 
tumor gave evidence of a pure adenoma with glan- 
dular tubules and stroma composed of young con- 
nective tissue. 

The author discusses in detail the old question 
as to whether the bladder itself contains glands, and 
concludes that it does, not only in the trigone but 
also in the fundus, at least rudimentary glands, which 
are capable of undergoing change and producing 
adenoma or carcinoma. The epithelium lining these 
ducts is continuous in adenoma; the cells are colum- 
nar and often present karyokinetic figures. 

The author submits a new definition of adenoma- 
ta, as follows: 

“These tumors are composed essentially of an 
agglomeration of elongated, ramified glandular 
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ducts, lined with a continuous layer of columnar 
epithelium disposed in a single layer, the ducts 
opening on the surface of the tumor into the bladder. 

“In the depth they become invaginated in the 
submucosa and even into the muscular structure 
and are seen either as full ducts ending in a rounded 
extremity without any acini or in the form of very 
minute cystic dilatations.” 

The author believes these tumors to be in many 
cases the forerunners of carcinoma. He distinguishes 
two microscopical types. First, we have the cir- 
cumscribed type, in which the tumor is supported 
by a pedicle; secondly, the diffuse sessile type. 

These tumors may be found in any part of the 
bladder. In none of the tumors reported, conform- 
ing to the above descripton, were metastases found. 
Chronic cystitis is a common accompaniment of 
these tumors. A. C. STOKEs. 


Fulton, J. A.: Gonorrhoea Cured Through Use of 
Heated Bougie. Northwest Med., 1913, v, 349. 
By Surg., Gynec. & Obst. 


The author recommends, in cases that allow it, 
the application of heat, which is administered by 
inserting into the urethra a hollow bougie that is 
provided with an inlet and outlet tube, both of 
which are armed with a thermometer in order to 
control the temperature of the water, which should 
be 119° to 120° F. The water is forced through 
these tubes by means of a percolator, each treat- 
ment to be of thirty minutes’ duration. For each 
treatment, the urethra is prepared by irrigation 
with boracic solution, followed by the application 
of a 4 per cent stovaine or cocaine solution. 

The author asserts that in acute cases, after one 
treatment, the discharge becomes watery and dis- 
appears in twelve to fourteen days. Only one acute 
case lasted twenty-one days. In acute cases the 
author has never made more than two heat applica- 
tions, usually one. He has never been able to culti- 
vate the gonococci after one heat application. 

Harry KRAvs. 


GENITAL ORGANS 


Farr, C. E.: Strangulation of the Undescended 
Testis. Ann. Surg., Phila., 1913, lviii, 838. 
By Surg., Gynec. & Obst. 

This condition may be brought about by torsion, 
kinking, or compression of the cord. It may occur 
at any age but is most common in the first decade 
following puberty. Untreated, it leads to aseptic 
gangrene, abscess, or, more commonly, simple 
atrophy. In animals the gland is completely 
lost after 22 hours of strangulation; in men, 75 per 
cent of the cases treated required castration and in 
nearly all of the remainder the testis sloughed or 
atrophied. 

The mechanism of torsion of the cord is obscure. 
It usually follows trauma particularly of the form 
causing increased intra-abdominal pressure as cry- 
ing, straining at stool, heavy lifting, and athletic 








GENITO-URINARY SURGERY 


exercises. Spontaneous untwisting of the cord is 
rare. The number of twists varies from a half to 
four or more complete turns, averaging less than 
two. With the onset of torsion there is usually a 
serosanguineous transudate into tunica vaginalis. 

The symptoms of torsion closely resemble those 
of strangulated bubonocele, even, in some cases, 
to the extent of complete obstipation; but generally 
the symptoms are less severe, the shock is less and 
the temperature and pulse are only slightly elevated; 
the pain, however, is usually much more severe, 
and vomiting is apt to recur repeatedly. Preceding 
symptoms in a case in which the testis is absent 
from the scrotum should cause suspicion of stran- 
gulated testis. It cannot, however, certainly be 
differentiated from Richter’s hernia and has been 
mistaken for orchitis, epididymitis, and even in- 
guinal adenitis. Immediate operation offers the 
only hope of saving the testis and relieving the 
patient from intense suffering. The prognosis for 
the patient is always good; for the testis, nearly 
always bad, except in very early or very mild cases. 

The author reports 3 cases and gives data on 42 
others collected from the literature. 

J. B. CARNETT. 


Shaw, H. B., and Cooper, R. H.: On a Change 
Occurring in the Pelvis, in a Case of Prepuberal 
Atrophy of the Testicles. Lancet, Lond., 1913, 
clxxxv, 1606. By Surg., Gynec. & Obst. 


The writers report a case of spontaneous eunuch- 
ism in a young man of 24. At the age of 7 it was 
noticed that the testicles were undescended, and 
manipulations were advised. At 17 they were still 
undescended, and a truss was advised to force them 
down. The testicles continued to diminish in size, 
and at 24 were not to be felt, except that there was a 
small sensitive nodule in the right side of the scro- 
tum, high up. 

The patient had no sexual desire, erections had 
ceased to occur, and there were no seminal emis- 
sions. He was tall and slender; his face was boyish, 
voice high-pitched, head mesaticephalic. He had 
no beard, no axillary nor pubic hair; his skin was 
soft; there was fine hair on his forearms; and his 
pomum adami was poorly developed. 

Measurements of the body showed the lower limbs 
to be eight and five-eighths inches longer than those 
of a normal man of the same age. 

The external measurements of the pelvis are 
given, followed by those of anormal subject of about 
the same age for comparison: Interspinous 9 inches 
(control 9 inches); intercristal, 1034 inches (1114 
inches); external conjugate, 7 inches (714 inches); 
between posterior superior spines, 4 inches (4 inches) ; 
between tuber ischii, 314 inches (4 inches). 

The brim of the pelvis showed a definite bulging 
inward in the neighborhood of the acetabula, sug- 
gesting an early stage of triradiate pelvis. The con- 
tour of the inlet was cordiform and there was wide 
separation of the pubic bones at the symphysis. 
The rotation of the transverse to the anteroposterior 
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diameter of the inlet of the pelvis was as 57 to 67 in 
the radiogram. 

In commenting on the case the authors call atten- 
tion to two interesting questions which arise: 
First, is the long-limbedness due directly to disturb- 
ance of the internal secretion of the testicle, or is it 
an indirect result and primarily dependent upon 
secondary changes produced in the pituitary body 
by the disturbed function of the testicles? In other 
words, is gigantism a function of disturbance of the 
pituitary body only? 

The second question is: What is the cause of the 
unusual shape of the brim of the pelvis? 

With regard to the first problem the features 
connected with castration in men and the produc- 
tion of eunuchism are clearly defined. 

Castration of men after puberty causes no mor- 
phological change in the individual, because, 
although internal secretion from the testicle is no 
longer possible, the influence is carried out by para- 
testicular or extratesticular tissues which after 
puberty are endowed with the power of performing 
the part previously performed by the testicle alone. 

If castration is carried out before puberty is 
established, then removal of the testicles means 
removal of the tissue which alone is capable of 
developing and maintaining the secondary sex 
characters. 

Castration before puberty results in the absence 
of development of sex-characters. The face is 
beardless, the hair on the body is spare, no hair 
develops about the anus, and pubic and axillary 
hair, if present, is scanty. The bones are less dense, 
the skull becomes dolichocephalic, the limbs long. 
The thyroid is reduced in size, the thymus enlarges 
and the pituitary body shows increased activity. 

The narrowing of the pelvis may be explained 
in two ways: it may be due to old rickets or, as 
suggested by Deery, a reversion to a lower type as 
met with in apes, and the inward bulging in the 
neighborhood of the acetabula due to softening of 
the pelvic bones akin to osteomalacia, which yield 
to the pressure transmitted to the heads of the 
femora. The acetabular regions being the meeting 
point of the three bones, ilium, ischium and os 
pubis, have shared in the delay in union noticed 
in the epiphyses elsewhere in the body. This want 
of solidification has led to the bones in these regions 
yielding to the increased thrust of the femora. 

H. G. Hamer. 


Bulkley, K.: Malignant Disease of the Testicle 
Retained within the Abdominal Cavity. Surz., 
Gynec. & Obst., 1913, Xvii, 703. 

By Surg., Gynec. & Obst. 

The author reports two original cases of malig- 
nant abdominal testes and collects for the first time 
in the English language the literature of the world 
on the subject. Fifty-nine cases in all are reported. 

In the first case, a male 42 years old, there was 

no congenital deformity except double cryptor- 

chidism; no children; and no traumatic history; but 
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for one month there had been a tumor in the left 
lower abdomen. The operation showed a tumor 
of the left abdominal testis, weighing 210 grams, 
and adherent to the bladder and small intestine. 
After excision and 5-inch intestinal resection, the 
patient recovered and was without sign of recur- 
rence 2 years and 8 months later. Microscopical 
examination showed a tridermal tumor; i.e., a 
teratoma. In the second case, a male of 42, the 
chief complaints were pain on defecation, and con- 
stipation. The right testicle was within the ab- 
domen. Laparotomy showed an enormous tumor 
of the right testis with extensive involvement of 
the surrounding structures; no sections were taken 
and the abdomen was closed. The patient recov- 
ered from the operation but the end result is un- 
known. The case was classified as a “cancer.” 

After a brief historical review, the author dis- 
cusses the etiology of the condition. Heredity and 
trauma seem inconsequential; all of the cases oc- 
curred during the sexual life of the individual, the 
average age of 55 cases being 3414 years. Four 
cases occurred in hermaphrodites, 2 males and 2 
females. 

The diversity of diagnosis probably represents 
carelessness in examination. Most of the cases are 
probably teratomata. The sizes of the tumors vary 
from an egg to masses filling the entire pelvis. 
Their position may be at any point between the 
lower pole of the kidney and the internal inguinal 
ring. Those of lower position are apt to have a 
pedicle, while the higher tumors are usually sessile. 
Most of them originate in the retetestis. Lymphatic 
involvement occurs early. 

Symptoms do not occur until pressure of the 
tumor or its metastases disturbs function. Ab- 
dominal pain and tumor in a cryptorchid should 
suggest the diagnosis; associated deformity is 
frequently found. 

The prognosis is very poor, largely because of the 
late occurrence of symptoms. Of 47 cases operated 
upon, only 3 are known to be alive and well after 
two years. 

The treatment of these cases to be effective must 
be carried out before the onset of symptoms. The 
author does not believe in the repair before the age 
of puberty of inguinal hernia associated with single 
cryptorchidism, except for strangulation. He urges 
that the cases be observed until the age of puberty. 
If at that time the testis has not descended it 
should be removed. Had this been done, 31 cases 
of the series which died would have been saved. 
In double cryptorchids decision must be reserved. 
After the onset of symptoms, abdominal castra- 
tion with complete glandular dissection offers the 
only hope of cure. 

The author’s conclusions are as follows: 

1. Malignant disease of the abdominal testis 
is relatively rare, but frequently overlooked; in 
general hospital male admissions it is seen about 
once in each 60,000 cases. About 1 in every 4 
cases of malignant abnormally situated testicles 


is found within the abdomen; one malignant ab- 
dominal testicle occurs to each 15 malignant scrotal 
testicles; about 1 in each 75 abdominally retained 
testes will become malignant. 

2. Cases occur mainly during the years of greatest 
sexual activity, they may occur in apparent females, 
and are slightly more frequent on the right side. 

3. The structure of the tumors differs markedly, 
but most of them are probably teratomata; other 
associated congenital malformations are frequently 
found. 

4. Symptoms do not occur until the size of the 
tumor or its metastases cause pressure. 

5. The prognosis is bad. Of 59 cases reported 
only 3 are known to be alive and well after two years. 

6. The treatment should be excision, preferably 
before the onset of symptoms and after the age of 
puberty. 


Miller, A. G.: Is Enlarged Prostate the Cause of 
Residual Urine? Practitioner, Lond., 1913, xci, 
703. By Surg., Gynec. & Obst. 


The author answers the above question in the 
negative. He has met with cases in which there 
were enlarged prostates without any residual urine, 
and others in which there was residual urine without 
any perceptible enlargement of the prostate. The 
two conditions usually coexist but they are not 
necessarily interdependent. Residual urine is the 
result of an acquired habit of not emptying the 
bladder thoroughly. An enlarged prostate, by 
making urination more difficult, increases this habit 
or may start it. In many cases, if taken early 
enough, residual urine can be got rid of by training 
the bladder to empty itself thoroughly, even when 
enlargement of the prostate is present. 

J. B. CARNETT. 


Von Engelmann, G.: Operative Treatment of 
Hypertrophy of the Prostate (Ein Beitrag zur 
Frage der operativen Behandlung der Prostatahy- 
pertrophie). Deutsche Ztschr. f. Chir., 1913, cxxiv, 
116. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author reports his results with Bottini’s 
operation and suprapubic transvesical prostatec- 
tomy. He prefers the latter to the perineal method 
because of the greater accessibility of the gland. In 
goof Bottini s operations he had 76.6 per cent recover- 
ies, [1.1 per cent improvements, 3.3 per cent without 
any result and 8.9 per cent mortality; in 31 pros- 
tatectomies he had 80.6 per cent recoveries, 19.4 
per cent mortality. The permanent functional re- 
sults were good in the great majority of cases with 
both operations, the technique of which he describes 
minutely. 

He recommends operative treatment as soon as 
there is enough residual urine to demand the per- 
manent use of the catheter. From his experience he 
concludes that if the prostate is very large the opera- 
tion of choice is prostatectomy, and also if the middle 
lobe is pedicled or projects very much into the blad- 
der. In slight hypertrophy, especially where the 
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hypertrophied middle lobe acts as a hindrance to 
micturition, he recommends Bottini’s operation. 
He recommends it in severe hypertrophy, only 
when the general condition of the patient contra- 
indicates prostatectomy. In severe infection of the 
urinary passages, especially in pyelonephritis, he 
prefers prostatectomy on account of the possibility 
of better drainage that it offers. If there is very 
marked abnormality of the kidney function only 
palliative operations such as cystostomy or vasec- 
tomy can be considered. BLEZINGER. 


Rush, J. O.: Gumma of Prostate and Bladder; 
Six Intravenous, and One Intramuscular 
Injection of Salvarsan and Twenty-Six Intra- 
venous Injections of Neosalvarsan into Pa- 
tient Sixty-Six Years Old. Med. Rec., 1913, 
Ixxxiv, 1028. By Surg., Gynec. & Obst. 


Rush reports a patient with gumma of the 
prostate and bladder who was treated with intra- 
venous injections of salvarsan and neosalvarsan. 
The patient, 66 years of age, contracted syphilis 
in 1869. When he first presented himself to the 
author, he told of his previous treatment and the 
administration of one intravenous injection of 
salvarsan, after which he improved greatly. The 
author gave the patient six intravenous and one 
intramuscular injections of salvarsan, followed by 
26 intravenous injections of neosalvarsan at short 
intervals, with the most beneficial results. The 
conclusions of the author follow: 

1. Neosalvarsan should be given in larger doses 
and at shorter intervals, covering a period of at 
least one year, in all cases of tertiary syphilis. 

2. Incases of gummata, neosalvarsan alternated 
with mercury should be administered, hypoder- 
mically, for a period of not less than one year, and, 
where possible, the neosalvarsan should be injected 
not longer than seven days apart. 

3. Negative Wassermann reaction should not 
prevent the continuation of the treatment if benefit 
is noted by its continuation. 

4. In gummata, the Wassermann reaction may 
be faintly positive or negative, when the lesion is of 
serious nature and demands prolonged and con- 
sistent treatment. S. Wa. Scuapira. 


Cumston, C. G.: Some Remarks on Sarcoma of 
the Prostate. Am. J. Urol., 1913, ix, 509. 
By Surg., Gynec. & Obst. 

Cumston says sarcoma of the prostate is found 
most frequently in children under ten years of age, 
and next in those over 50, a few instances having 
been reported as occurring between 10 and 30 
years, but none between 30 and 50 years. 

Sarcoma is far less common than carcinoma. 
Infrequently it is secondarily involved and the 
primary focus has been found in the vesicles, right 
elbow, corpora cavernosa, and in the testicles. 
Complete retention is often the first symptom to 
require a physician, being preceded by dysuria or 
incomplete retention. 


There is no pain from the development of the 
tumor itself until, finally, it causes either urinary or 
bowel symptoms by obstruction, either of the 
urethra or rectum. 

There is frequently oedema of the scrotum, bulging 
of the perineum, swelling of the lower abdomen and 
sometimes of the limbs. By palpation the growth 
gives a sensation of fluctuation, so much so that it 
has been mistaken several times for abscess and has 
been incised. The lymph-nodes in the inguinal 
region are enlarged and the growth involves the 
bladder, urethra, and ureters. Death usually occurs 
within a year from the time of urinary disturb- 
ance. These symptoms are far less pronounced in 
the aged. In a case reported by Marsh, symptoms 
of intestinal obstruction were present and a colos- 
tomy was done. 

The sarcoma may arise from any point of the 
prostate and may involve a part or the entire 
organ. It is to be differentiated from hydatid cysts 
of the pelvis by means of the eosinophilia and fixation 
reaction of Weinbery and Parvu, which is positive 
in hydatid. 

The author does not consider this condition one 
in which surgery can do more than a palliative 
operation and he recommends the complete perineal 
prostatectomy of Young as the operation of choice. 

A. C. STOKEs. 


Cabot, H.: Factors Influencing the Mortality of 
Suprapubic Prostatectomy. Surg., Gynec. & 
Obst., 1913, Xvi, 689. By Surg., Gynec. & Obst. 


In the author’s opinion, three factors contribute 
most importantly to the mortality of prostatec- 
tomy: the anesthetic, the shock aside from bleeding, 
and the bleeding itself. Cabot believes that of the 
three anesthetics—ether, gas and oxygen, and 
spinal—the last named is the best, considered purely 
from the anesthetic standpoint. The best means 
of avoidance of shock is in this same spinal anes- 
thesia, in that it blocks the nerve impulses from the 
site of operation. He considers the proper control 
of bleeding even more important than is held 
ordinarily, inasmuch as the ability to withstand 
operations rests on a delicately balanced mechanism 
and any undue loss of blood easily disturbs this and 
lowers the patient’s resistance. Various methods 
of controlling bleeding are constant irrigation, 
packing, and suturing. The first named method is 
too inaccurate; the second is a more accurate and 
certain method, but any packing means tissue 
necrosis, which, in turn, invites infection, which is so 
large a factor in mortality. 

Cabot believes that some form of suture is the 
most efficient method, and his technique is as fol- 
lows: A much freer incision than normal is used to 
give a good exposure, and the suture is applied to 
the torn edge of the bladder neck by using a small 
full curved needle, carrying it into the cavity from 
which the prostate has been removed and bringing 
it out close to the pubic bone on either side. This 
is then carried to the floor of the bladder, stopping 
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just short of the median line. In the majority of 
cases this has resulted in an efficient control of 
hemorrhage. 


Squier, J. B.: Surgery of the Seminal Vesicles. 
Cleveland M. J., 1913, xii, 801. 
By Surg., Gynec. & Obst. 

Based on personal experience with reports of 
other cases, the author states his belief that from the 
focal point of infection in the vesicle there may take 
place a periodical absorption of infective material, 
either neisserian with streptococcus or staphylo- 
coccus, or both, with the subsequent development 
of single or multiple arthritis, either in the form of 
chronic ostearthritis of hypertrophical or atrophical 
type. He believes that chronicity of vesicular in- 
fection is due to the fact that the natural channels 
for drainage are incompetent. His operation is 
somewhat different from the Fuller method. He 
does an inverted Y-incision, and after dissecting 
down to the prostate he introduces two stout silk- 
sutures at the junction of the prostate and bladder 
base, placed as far laterally as possible. Traction 
on these sutures rotates the prostate and bladder 
upward and forward, thus allowing incision and 
drainage with multiple puncture of their numerous 
diverticula, or excision of the vesicles under control 
of the eye. 

Indications for drainage of the seminal vesicles, 
according to the author, may be summed up in three 
words: pus, pain, and rheumatism. 

Under the first heading are: 

1. Those acute cases developing in the course of a 
gonorrhoea in which the perivesiculitis present simu- 
lates prostatic enlargement. 

2. Cases of recurrent epididymitis following acute 
urethritis and vesiculitis. 

3. Certain cases of chronic vesiculitis where there 
is a defecation spermatorrhoea and which have re- 
sisted faithfully carried out non-operative treatment. 

Under the heading of pain come those patients 
complaining of persistent perineal ache, with severe 
urethritis, presupposing that other possible causes 
for the condition have been eliminated. 

The rheumatic group includes those cases in which 
a definite relationship may be established between 
an antecedent gonorrhoea with vesicular infection 
and the joint lesion. H. L. SANForD. 


MISCELLANEOUS 


Kidd, F.: The Diagnosis and Treatment of Hzemic 
Infection of the Urinary Tract. Practitioner, 
Lond., 1913, xci, 609. By Surg., Gynec. & Obst. 

The author reports 33 cases of pyuria which he 
has carefully studied during the past three years. 
His results justify the following statements: 

1. Pyuria, if accompanied by fever, means that 
the pus is coming from the deep urethra or the kid- 
ney. The clinical thermometer and the two-glass 
test will therefore reveal the main facts as to the 
source of the pus immediately. 
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2. Spontaneous natural cure is the rule rather 
than the exception in hemic infections of the 
urinary tract. In 9 cases of the 33, cure was ob- 
tained in three to four weeks under rest in bed 
during the febrile stage, copious drinking of water, 
and urotropine. Five other cases were cured in 
three to six months while pursuing an inactive 
regular life and taking urotropine. Ureteral cathe- 
terization in the very acute cases should await partial 
subsidence of fever and vesical irritability. 

3. That the kidneys may recover long before 
the bladder, was proven in six cases in which the 
urine from the ureters became clear and sterile, 
while pus and bacteria persisted in the bladder 
urine. The latter disappeared under vesical lavage 
and instillations. 

4. Lavage of the renal pelvis cures most if not 
all of the chronic cases. Four cases which had 
resisted all other forms of treatment were cured 
by washing out the renal pelvis with 5 per cent 
collargol, two or three times. Collargol injected 
into the pelvis is absorbed by the renal lymphatics 
and can be demonstrated in the lymphatic glands 
and in the perirenal fat. Collargol of this strength 
does not injure the kidney as is proved by repeated 
subsequent examinations of the urine. Skiagrams 
will reveal stone, and collargol-pyelo-radiograms 
show obstruction of the ureter. The ureteral cathe- 
ter may be left in situ for drainage purposes. 

5. Pyogenic bacteria may enter the urinary 
tract from the blood stream by way of the prostate 
and not by the kidney, as evidenced by two cases in 
this series. 

Two of the 33 cases reported were simple cystitis 
and recovered promptly by bladder lavage. One 
woman with bilaterial granular kidneys and staphy- 
lococcusa ureus died of uremia. Only two other 
cases were not cured and one is still under treatment. 

A fact clearly established by this series of cases, 
as well as by the records of the London Hospital, 
is that the disease is very seldom fatal. Death may 
appear imminent in the early acute stages of the 
attack, but in many cases amelioration of symptoms 
occurs with astonishing rapidity. One woman with 
profuse pyuria and hematuria and a temperature 
of 108° seemed quite well after 24 hours. 

Hematogenous infection of the kidney appears 
to prove fatal only when the patient is in very poor 
condition at the onset of the trouble; e. g., children 
with enteritis and marasmus; when there is gross 
infarction of practically the whole kidney, caused 
by a very virulent germ; or when there is some cause 
of obstruction to the ureter, as by a stone or an 
abnormal vessel, which remains unrelieved. The 
author would restrict the indications for nephrec- 
tomy to a few hyperacute cases to select which will 
require great surgical judgment, and to a few uni- 
lateral chronic cases which resist all other treatment 
for 18 months or more. 

The author is very dubious as to vaccine treat- 
ment having been of value in his own or in other 
reported cases. J. B. CaRNetT. 
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Boggs, T. R., and Guthrie, C. G.: Bence-Jones 
Proteinurea in Leukemia; a Report of Four 
Cases; the Effect of Benzol on the Excretion 
of the Protein. Bull. Johns Hopkins Hosp., 1913, 
Xxiv, 308. By Surg., Gynec. & Obst. 

The occurrence of Bence-Jones proteinurea in 
multiple myeloma is well known. That it may 
occur in conditions other than myelomatosis has 
also been pointed out by various observers and the 
authors have recently reviewed the literature on this 
particular aspect of the subject. Leukemia is 
one of the diseases with which the excretion of this 
unusual protein may be associated, but the phenom- 
enon has been noted in only four instances, and 
only in the chronic lymphatic form of the disease, 
although many cases of all the various types have 
been repeatedly examined. 

In a series of 14 lukemic patients—i.e., acute 
lymphatic, 2; chronic lymphatic, 4; acute myeloid, 
3; chronic myeloid, 5—which these authors have 
studied, the Bence-Jones body was found in the 
urine in four instances: chronic lymphatic, 1; chronic 
myeloid, 3. Since this is the first observation of 
Bence-Jones proteinurea in chronic myeloid leu- 
kemia and also as it has been so rarely observed in 
any form of the disease, it has seemed advisable to 
Boggs and Guthrie to report the cases in some 
detail, especially since these cases seem to furnish 
additional evidence in support of the belief that a 
causal relationship exists between pathological 
changes in the bone marrow and the excretion of 
this protein. 

It might be pointed out that, so far as the authors 
were able to ascertain, three of the cases reported 
are the first instances of Bence-Jones proteinurea 
in association with myeloid leukemia. It has 
never been observed in the acute forms of the 
disease, either lymphatic or myeloid, and including 
the cases presented in this article, only eight times 
in the chronic varieties. The Bence-Jones protein 
alone was present in two cases of their series, while 
Morner’s body also was present in the other two 
cases, as well as serum albumin in one case. The 
excretion of the Bence-Jones body was small in 
amount, which seems to be characteristic when it 
occurs apart from multiple myeloma. The chloride 
output was normal in one case, in marked contrast 
to the condition found in two of the cases, and in 
the authors’ cases of myelomatosis and carci- 
nomatosis. Also, in two of the cases, the effect of 
the benzol treatment is especially noteworthy in 
that a marked reduction or eventual disappearance 
of the proteinurea and its associated polyuria oc- 
curred, parallel to the diminution in the leucocytosis 
and apparent approach of the bone marrow to a 
more nearly normal condition. These cases furnish 
additional confirmation of the previously expressed 
view that Bence-Jones proteinurea is not essen- 
tially dependent upon one disease, but is a mani- 
festation of disturbances in the bone marrow 
affecting endogenous metabolism. 

GeorceE E. BEILsy. 
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Rockwood, H. L.: Further Observation on the 
Complement-Fixation Test in Gonococcus 
Infection. Cleveland M.J., 1913, xii, 822. i 

By Surg., Gynec. & Obst. 

The author presents a second communication 
upon the complement-fixation test, based on 200 
further cases. Among the special conditions in 
which this test may be of service he mentions the 
following: 

1. In cases of urethral discharge the question fre- 
quently arises, “Is this a new infection or an exacer- 
bation of an uncured former attack?” This may 
be answered by an early fixation test; for a positive 
result, indicating the presence of gonococcal anti- 
bodies, when secured before the third week, may be 
taken as evidence of an exacerbation of an old 
infection. 

2. In certain cases of acute urethritis, where no 
gonococci are demonstrable, a negative complement- 
fixation test, secured at the end of the third week, is 
presumptive evidence that the urethritis is of a 
simple and not specific character. 

3. Probably the most serviceable application of 
the test is found in clinically cured patients who wish 
to be assured of their fitness for matrimony. Among 
122 such cases 15 per cent still gave positive blood 
reactions. Whether this positive reaction is to be 
interpreted as an incomplete cure in which further 
treatment is indicated, or as an actual cure in which 
there are still antibodies persisting, must be decided 
by keeping the case under observation and subse- 
quent fixation tests. 

The author concludes that the complement- 
fixation test is a means of indicating the presence 
or absence of an active gonococcal focus, which may 
be considered accurate, except in the early acute 
stages, in over 80 per cent of all cases. 


Sanford, H. L.: An Efficiency Test of Dispensary 
Treatment of 100 Cases of Gonorrhaea.  Clev- 
land M. J., 1913, xii, 813. By Surg., Gynec. & Obst 


In too cases of gonorrhova studied in the Lakeside 
Hospital Dispensary the author found that only 
12 per cent were discharged as cured. This was in 
a large part due to the fact that it was impossible 
to secure hospital care for the large percentage of 
cases which were too sick for dispensary treatment. 
Most private hospitals refuse these cases admission 
to their open wards and most municipal hospitals 
are too crowded to accommodate them. The writer 
believes that it would be an economic saving to any 
city to provide adequate hospital accommodations 
for patients with acute disabling complications of 
gonorrhaea, such as epididymitis and rheumatism. 
To properly care for these patients and to return 
them to their work as earning units in society as 
soon as possible would cost less money than is 
eventually spent upon them, and those dependent 
on them, through their prolonged disability. Social 
service work among this class of patients offers a 
great opportunity for real constructive charity. 
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EYE 


Darling, C. G.: The Treatment of Trachoma, 
with Special Reference to Expression and 
Friction with the Author’s Ground-Glass 
Rod. Illinois M. J., 1913, xxiv, 362. 

By Surg., Gynec. & Obst. 


Darling has devised a ground-glass rod to be used 
in the treatment of trachoma, its method of use 
being as follows: 

Before using the rod, the eyes are flushed out 
with a boric or 1/10,000 bichloride solution to get 
a good mechanical cleansing of the conjunctival sac. 
If a vigorous massage is to be given, or the patient 
is very sensitive, a 2 per cent cocaine solution in 
adrenalin is instilled, although after a few treat- 
ments a rather severe treatment is well borne with- 
out anesthesia. 

The upper lid is drawn down and away from the 
eye and the rod is introduced well up into the retro- 
tarsal fold, the smooth side next the cornea, and the 
rod is used without any medicament or is dipped 
in the solution or ointment to be used. 

The lid is pressed against the rod by the thumb 
of one hand and the rod moved back and forth over 
the inner surface of the lid and retrotarsal fold with 
the other; the lid is also stretched a little at the same 
time by pulling the rod forward. 

The lower lids are treated in the same manner, 
except that the lower lid is drawn up when the rod 
is introduced. This treatment may be applied 
every day at first, and later less frequently. If all 
the follicles are not expressed after a few treat- 
ments, they can be opened with a needle or knife- 
point before the lid is massaged. 


Prendergast, D. A.: A Report of a Case of Concus- 
sion Cataract. Cleveland M. J., 1913, xii, 835. 
By Surg., Gynec. & Obst. 


Prendergast reports a case in an adult male, 
aged 26, in which opacity of the lens developed, 
beginning one week after a blow over the temple, 
and becoming complete after the third week. There 
was no evidence of injury to the eye, the uvea 
appeared normal, and no rupture in the capsule of 
the lens could be made out. No absorption took 
place after a delay of one month, which indicated 
that the capsule was intact. Needling resulted in 
complete absorption, leaving a clear posterior cap- 
sule. The fundus was normal and the vision 6/9 
with the correcting lens. The case was reported 
because of the rarity of concussion cataract without 
demonstrable injury to the capsule or other struc- 
tures of the eye. Earte B. Fow Ler. 


Snell, A. C.: Report of a Case of Dacryocystitis 
Presenting Several Complications, Including 
Orbital Abscess and Optic Neuritis. N. Y. St. 
J. Med., 1913, xiii, 653. By Surg., Gynec. & Obst. 


In this case reported, chronic dacryocystitis, with 
mildly acute exacerbations, had existed for several 
years in a man 65 years old. At the first examina- 
tion the sac was found to be large and the nasal duct 
impermeable, so extirpation was advised. Six weeks 
later, when seen again, it was found that pressure on 
the eyeball caused a large quantity of pus to be 
discharged from a fistula which had formed at the 
lower end of the sac, and a blunt probe could be 
passed through the lachrymal septum into the orbit, 
two and one-half inches from the skin surface. 
Operation was delayed by the patient for over 
eight weeks anc daily irrigations constituted the 
treatment; during this period optic neuritis de- 
veloped. Extirpation and drainage of the orbital 
infection resulted in cure and vision returned to 
20/100. Orbital abscess as a result of direct ex- 
tension through the lachrymal septum is a very 
unusual complication of dacryocystitis. 

EARLE B. FOWLER. 
EAR 
Cocks, G. H.: The Indications for Operating in 
Acute Mastoiditis. WN. Y. M. J., 1913, xcviii, 
II10. By Surg., Gynec. & Obst. 

The author states that difficulty arises in deciding 
when to operate in acute mastoiditis because some 
cases, though presenting the cardinal signs of mas- 
toid suppuration, recover without surgical inter- 
ference, while others must be operated on early to 
preserve the hearing and to avoid labyrinthine and 
intracranial complications. 

In differential diagnosis, he considers the aural 
discharge of considerable diagnostic value, as it is 
generally conceded that the streptococcus and 
streptococcus mucosus are more apt to cause acute 
mastoiditis than the pneumococcus and staphylo- 
coccus. 

He considers the blood count valuable in deter- 
mining the presence of intracranial complications, and 
radiography valuable in furnishing information in 
regard to the anatomy and pathology of the mastoid 
bone and in differentiating furuncle of the external 
auditory canal with cedema from acute mastoiditis. 

ELLEN J. PATTERSON. 


Tobey, Jr., J. L.: Acute and Chronic Suppura- 
tion of the Middle Ear. Boston M.& S. J., 1913, 
clxix, 871. By Surg., Gynec. & Obst. 

The author discusses the subject under the follow- 
ing heads: (1) Acute otitis in childhood; (2) acute 


420 

















SURGERY OF THE EYE AND EAR 


otitis in adult life; (3) treatment of the acute suppu- 
rations; (4) chronic suppurative otitis; and (5) com- 
plications and treatment of chronic suppurative 
otitis. 

Infections of the middle ear are more common in 
childhood because of the relatively shorter and larger 
eustachian tube, which more easily allows infection 
to pass from the nasopharynx. The greater preva- 
lence of the exanthemata is also responsible for the 
more common occurrence of this disease in child- 
hood. The symptoms are variable but fall generally 
into two types. In the first type the symptoms are 
very acute: the child, otherwise apparently healthy, 
screams with pain, has a rapid and high rise of tem- 
perature often accompanied by convulsions, and 
tosses about in bed; occasionally it has retraction of 
the head, and in fact may present symptoms of acute 
meningeal irritation. In the second type, the child 
suffers from a gastro-intestinal disturbance irrespec- 
tive of diet, is very restless and irritable, has marked 
variations of temperature, will occasionally cry out 
as if in pain, loses weight, and yet manifests no 
acute symptoms as in the first type. 

The diagnosis of otitis media in childhood is usual- 
ly easily made by a careful examination of the ear- 
drum. The treatment consists in careful cleansing 
of the canal, paracentesis of the drum, and careful 
aseptic after-treatment. If the discharge is slight 
the author advocates merely the insertion rather 
frequently of small strips of sterile gauze. If the 
discharge is profuse, he uses irrigations of hot sterile 
water. 

The symptoms of otitis in the adult are, first, a 
sensation of fullness and a diminution of hearing in 
the affected ear, due to the accumulation of exudate 
and closing of the eustachian tube, followed in a 
few hours by sharp, lancinating pains, increasing 
until they are excruciating, and often described as 
boring in character. Examination of the drum at 
this stage will show a much reddened drum which 
may be slightly bulging. Irrigations of the external 
canal with hot douches, inflation with the Politzer 
bag, and free catharsis will often effect a cure at this 
stage. However, if the patient is seen a few hours 
later, the drum may be distinctly bulging and a 
paracentesis then be necessary. 

The treatment of acute otitis media may be divid- 
ed into two stages: treatment of the simple middle- 
ear infection, and, secondly, treatment after in- 
volvement of the mastoid. The treatment of the 
acute simple otitis has already been outlined. Im- 
mediate operation is called for (1) in the presence 
of a postaural abscess or an evident infection of the 
neck; (2) upon the occurrence of a facial paralysis; 
(3) upon the advent of symptoms of labyrinthitis, 
and (4) upon the appearance of symptoms of intra- 
cranial involvement. The type of operation de- 
pends upon circumstances, but in a large number of 
cases the best results are obtained from the radical 
procedure. 
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In chronic suppurative otitis the conservative 
treatment consists in the removal of all tissue which 
might interfere with efficient drainage, such as 
adenoids, bony obstructions in the nose, and aural 
polypi. Douching of the ear with warm water is 
followed by instillation of a few drops of a saturated 
solution of boric acid in alcohol. The vast majority 
of cases will respond to this treatment, but in cases 
where this method is of no avail, the removal of the 
drum membrane together with the malleus and 
incus, and the removal of all granulation tissue with- 
in the tympanum often results in a cure. But ina 
certain percentage of cases the radical operation is 
necessary to effect a cure. J. H. Skies. 


Pierce, N. H.: Diagnosis and Treatment of Men- 
ingeal Complications of Suppurative Diseases 
of the Temporal Bone. Tilinois M. J., 1913, 
XXiv, 352. By Surg., Gynec. & Obst. 

In the diagnosis of otitic meningitis the author 
emphasizes the various ways by which inflammation 
spreads to the meninges: First, by way of the laby- 
rinth through necrosis of the external semicircular 
canal; next, through the promontory of the fenestra 
rotunda, osteitis of the roof of the antrum and 
cavum, and sinus phlebitis. 

That the infection is by way of the labyrinth is 
demonstrated by the vertigo, vomiting, and nystag- 
mus, which occur just before, or many months 
before, the meningeal symptoms. The most fre- 
quent symptom is headache, followed by stiff neck, 
and in 75 per cent of cases the Kerwig sign and in 
53 per cent the Babinski sign. 

These symptoms may be present in either a serous 
meningitis or a septic meningitis, and the differentia- 
tion of these two conditions has an important bearing 
on the method of therapeutic surgical attack. In 
serous meningitis the spinal fluid is alboline and 
reduces copper. In septic conditions sugar is 
absent and the fluid acid. Round and polymorpho- 
nuclear cells and micro-organisms may be present 
in both fluids, but in serous meningitis the organisms 
are dead, and in septic meningitis they are capable of 
cultivation. The mortality is over 90 per cent and 
therefore prophylaxis is of great importance. 

Early operation on acute mastoid cases will pre- 
vent extension of the inflammation, and in chronic 
cases early signs are warnings that the meninges 
are becoming irritated. When the symptoms of 
serous or septic meningitis are in full sway evacua- 
tion of the focus within the mastoid and middle ear 
is essential. If the diagnosis is not clearly septic 
meningitis, the dura should not be opened. Cerebro- 
spinal pressure may be relieved in the lumbar 
region. If, however, the meningitis is septic, the 
subdural space is drained at the point of invasion — 
through the mastoid wound or outside the mastoid 
wound: (1) through the squamous portion of the 
temporal bone, or (2) through the occipital region, 
namely, via the cisterna magna. W. H. THEOBOLD. 
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Ferreri, G.: Treatment and Prognosis of Malig- 
nant Tumors of the Nasal Fossz and Hypo- 
pharynx (Traitement et prognostic des tumeurs 
malignes des fosses nasales et de l’hypo pharynx). 
Arch. internat. de laryngol., 1913, XXXvi, 337- 

By Journal de Chirurgie. 


The author, in view of the difficulty of operation 
and the numerous failures in the surgical treatment 
of extensive cancers, thinks that no non-surgical 
procedure should be neglected which will secure 
improvement even, if not cure, in such cases, and 
he devotes the first part of his work to a study of 
such methods. 

There is so little known of the etiology of cancer 
that it is difficult to establish rules for prophylaxis, 
but there is no doubt that chronic irritation, such 
as that caused by the extensive use of tobacco, is 
partly responsible. 

If operation is refused, or the tumor is too far 
advanced for operation, medical treatment may be 
given with two objects: (1) To act on the cancer 
germs, destroying or attenuating the atypical or 
bacterial cells; and (2) to strengthen the power of 
resistance of the diseased body. 

In all cases where sarcoma of the nose has spared 
the bones of the face, Price-Brown believes it can be 
completely destroyed by the galvanocautery. 

In inoperable cancers, electrolysis is indicated 
for it does not do any great harm and destroys the 
greater part of the tumor. 

Fulguration is difficult to apply in the nose and 
pharynx, and it provokes an excessive and toxic 
flow of lymph, the drainage of which cannot always 
be accomplished successfully. 

Electrocoagulation by the local application of 
high-frequency currents causes destruction of dis- 
tant tissues and profuse secondary hemorrhage. 

Under the influence of X-rays, the cancer-cell 
undergoes a process of involution, therefore, the 
X-ray treatment is applicable to malignant tumors 
of the nose that have attacked the skin. 

Radium treatment is at present regarded as one 
of the best anti-cancer agents. It is applied in 
radiations of various strengths, either to the surface 
of the tumor or to its interior. Mesothorium costs 
only half as much as radium and gives good results; 
sulphate and bromide of radium and actinium have 
also been injected into tumors. Arsenic cannot be 
utilized for the local treatment of cancers of the 
nose and pharynx. Among the substances that are 
known to have an effect on cancer-cells are selenium, 
tellurium, and copper. G. LAuRENS. 


Pratt, J. A.: 
Rhinitis. 


The Etiology of Hypertrophic 
Illinois M. J., 1913, xxiv, 345. 
By Surg., Gynec. & Obst. 


Pratt takes issue with the accepted view that 
hypertrophy of the inferior turbinate is caused by 
increased negative pressure, and irritation from di- 
rect pressure caused by deviation of the septum. 
He points out that this cannot be the case, since the 
hypertrophy is always found on the side of the con- 
cavity, and negative pressure is precluded from the 
fact that the individual so affected becomes a partial 
mouth-breather. When the septum is normal the 
author believes localized hypertrophy is caused by 
the irritation of abnormal secretions, as in sinus dis- 
eases. 

If no such disease exists, he thinks it due to 
an irritating condition of the blood, due to auto- 
intoxication. He calls attention to the fact that if 
the septum be straightened, the turbinate, whether 
atrophic or hypertrophic, will return to its normal 
size without treatment. As the amount of blood 
to a part determines whether it shows hypertrophy 
or atrophy, so either will take place, according to 
the increase or decrease of the amount of air passing 
through the nasal cavity. 

GeEorGE M. Coates. 


Levy, R.: Diagnosis and Indications for Treat- 
ment of Suppurative Diseases of the Nasal 
Accessory Sinuses. Denver M. Times, 1913, xxxiii, 
214. By Surg., Gynec. & Obst. 


The author considers it necessary to bear in mind 
not so much the acute suppurative inflammations 
of the nasal accessory sinuses, which are compara- 
tively easy to diagnose and usually yield to medical 
treatment, but the chronic lesions which manifest 
trivial symptoms, designated as latent, until an 
acute exacerbation of the chronic lesion threatens 
the life of the patient unless prompt surgical meas- 
ures are taken. 

He thinks the accessory sinuses should be care- 
fully studied in those patients presenting symptoms 
of nasal discharge or polypi, periodical localized 
headache, or eye symptoms unaccounted for by errors 
of refraction and diagnosticated by means of local 
examination, transillumination, exploratory punc- 
ture, or radiography. 

He considers the indications for surgical inter- 
ference to be evacuation of the sinus contents, the 
establishment of free drainage, and the removal of 
diseased structures. He deems the choice of oper- 
ation to be a matter of judgment based upon experi- 
ence. ELLEN J. PATTERSON. 
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Ostrum, L.: Ventilation, Rather than Drainage, 
Essential for the Cure of Sinus Disease; with 
Special Notes on the Antrum of Highmore. 
Illinois M. J., 1913, XXiv, 347. 

By Surg., Gynec. & Obst. 


Ostrum points out that, as shown by the Cooper 
and Kiister methods of operating on the antrum, 
drainage alone is not sufficient for a cure, but that, 
on the contrary, ventilation is sufficient in most 
cases. Especially is this true in the study of non- 
suppurative sinusitis in which the question of drain- 
age is not an issue. The author describes in detail 
the operation on the maxillary antrum through the 
middle nasal passage, and claims much better results 
than in those cases where the opening is made below 
the inferior turbinate. The anterior end of the middle 
turbinate is removed and the normal ostium sought. 
Ostrum’s reverse antrum forceps are introduced into 
this and a large opening made forward, backward, 
and downward, avoiding injury to the lachrymal 
canal, the entire operation taking but five minutes. 
A similar procedure may be carried out through the 
inferior meatus, except that a trocar must be used 
to procure the primary opening. After-treatment 
consists simply in cleanliness. 

GEORGE M. Coates. 


Robertson, A. N.: Chronic Mucocele. Practitioner 
Lond., 1913, xci, 875. By Surg., Gynec. & Obst. 


The author considers chronic mucocele as an 
abscess cavity, a chronic suppuration, subject to 
acute exacerbations. As such, drainage is the ra- 
tional treatment, and to obtain this the inferior 
canaliculus affords, in many cases, the only means. 
To facilitate drainage by way of the inferior canali- 
culus, Robertson has devised a small silver tube with 
one end in the form of a semicircular gutter. When 
inserted, after slitting the canaliculus, this prevents 
reunion of the raw cut-surfaces, and the tube affords 
an easy means of irrigation. After the purulent 
discharge has cleared, probes and styles are used 
to open and retain the patency of the nasal duct. 

EARLE B. FOWLER. 


Gleason, E. B.: Indications for the Correction 
of Deviations of the Nasal Septum by the 
Gleason Operation. Laryngoscope, 1913, xxiii, 
1129. By Surg., Gynec. & Obst, 

The author advances the superiority of his opera- 
tion for the correction of deviations of the septum, 
with its adaptability to patients of all ages and the 
speed with which it can be done, in comparison with 
the submucous operation which is suitable only in 
selected cases and frequently results in perforation. 

The technique of the Gleason operation is as 
follows: After thorough cocainization, a nasal saw 
is engaged in the obstruction in a horizontal plane, 
gradually tilted until the direction of the sawing is 
vertical, thus making a U-shaped incision in the 
septum extending well anterior and posterior of the 
deviation. The lower edge of the flap is then pushed 
into the unobstructed nostril until the neck of the 
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flap breaks, thus destroying its resiliency, upon 
which depends the success of the operation. 
ELLEN J. PATTERSON. 


THROAT 


Lilienthal, H.: Retropharyngeal Abscess; the 
Safest Method of Drainage. Wed. Times, 1913, 
xli, 355. By Surg., Gynec. & Obst. 

In dealing with this condition, which may result 
from vertebral or occipital osteomyelitis, and such 
bulging phlegmons from pharyngeal or faucial tis- 
sues as are frequently seen in children, the author 
advocates incision and drainage from the outside. 

The patient is usually in great distress, with 
embarrassed respiration and deglutition, and im- 
mediate action is necessary to prevent asphyxia or 
threatened oedema of the glottis. The apparently 
harmless procedure of opening the abscess from with- 
in or allowing it to rupture may cause a fatal spasm, 
from the pus entering the larynx, or be followed by 
fatal aspiration pneumonia. As general narcosis is 
extremely dangerous, the author employs either 
alypin or novocaine. 

The instruments required are a scalpel, at least 
two artery clamps, a pair of small sharp retractors, 
a pair of scissors, an aspirating syringe with long 
needle, a grooved director, and a thin-bladed dressing 
forceps; a tracheotomy tube should also be at hand. 
The patient should be upon a hard-padded table 
with a thin, hard pillow beneath the shoulders. The 
local anesthetic is injected along the line of proposed 
incision, and the incision, about one inch long, is 
made parallel to the posterior border of the sterno- 
cleido mastoid, in its upper part, extending through 
the superficial and deep fascia and platysma. Deep- 
er dissection is then made, with a blunt instrument, 
exploring from time to time with a gloved finger, 
avoiding especially the internal jugular vein. The 
aspirating needle is then plunged into the tense 
abscess, when a few drops of pus are aspirated, just 
enough to make sure that the needle is within the 
main abscess, remembering that there may be smaller 
abscesses in that region due to a breaking down of 
lymphatic glands. Being assured that the needle is 
properly placed, the grooved director should not be 
removed until the tube is carried to the bottom of 
the cavity and secured by suture to the skin or other- 
wise. 

The symptoms will rapidly subside, and, if they 
recur within a day or two, it indicates that the tube 
has been displaced, which displacement should at 
once be corrected. If the symptoms do not abate 
it is to be suspected that’there is an undrained focus 
or general septic poisoning. The safety of the above 
operation, even though more troublesome than the 
evacuation through the mouth, recommends it. 

H. A. Ports. 


Leland, G. A.: The Development and Extension 
of the Limits of Laryngology. Laryngoscope, 
1913, Xxiii, 1121. By Surg., Gynec. & Obst. 

After extending greetings to the members of the 
society, the author, in his presidential address to the 
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thirty-fifth annual meeting of the American Laryn- 
gological Association, reviewed the enormous widen- 
ing of the field of laryngology from the mere looking 
into the larynx with the laryngoscope until with the 
discovery of cocaine and subsequent addition of the 
nose and adnexa, and the advent of endoscopy and 
studies of the pituitary body, the confines of 
laryngology have been extended to embrace most 
of the upper half of the body. 

He spoke about the rapid strides made recently in 
preventive medicine and the notable advance in the 
perfection of endoscopy, and urged the wider 
dissemination of papers on laryngology, in order 
that they may come under the notice of the general 
practitioner and thus lead to early recognition of 
dangerous conditions which should be referred to the 
laryngologist. ELLEN J. PATTERSON. 


MOUTH 


Gaudier: Lane’s Autoplastic Operation on the 
Palate (Palatoplastie par le procédé autoplastique 
de Lane). Cong.del’ass. franc. de chir., Par., 1913, Oct. 

By Journal de Chirurgie. 


Gaudier briefly describes Lane’s method of closing 
congenital clefts of the palate. It consists in the 
dissection of an osseous flap from the bony and 
membranous palate, which is turned, as on a pivot 
around the free edge, and sutured to the opposite 
side, inserting it under the fibromucous covering of 
the bony palate which has been dissected previously, 
and to the divided vail of the palate. 

Lane’s method demands special instruments and 
great skill, for he operated on very young infants, 
immediately after birth, if possible. The originality 
of the procedure lies in this very point, for by using 
it in infants, there being no teeth, he could utilize 
a part of the gums for the formation of the flaps. 

Gaudier gives the results of his use of the method 
for three years on 20 cases. This is a very small 


number compared with Lane’s, for it has not yet 
become customary in France to operate on such 
young children. 


Of the 20 operations, only 13 
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were on children less than two years old. The 
others were on older children with narrow clefts, 
and Lane’s operation was used in spite of the fact 
that they had teeth, but without encroaching on 
the gum. The mortality among the 13 under two 
years of age was 4. Of the 16 remaining cases there 
was total failure of union twice, and partial, four 
times. J. Dumont. 


Federspiel, M. N.: Some Observations on Oral 
Abnormalities and Their Relation to Medicine 
and Surgery. Wis. M. J., 1913, xii, 225. 

By Surg., Gynec. & Obst. 

Dental disorders are becoming of more interest 
to medical men and the importance of mouth 
hygiene is being given due consideration along the 
lines of prevention. The dentist is usually consulted 
long after dental caries has begun when the family 
physician might have detected the trouble in its 
early stages. Dental caries is largely due to errors 
of diet during the first twelve years of life. Statistics 
show that from go to 100 per cent of school children 
are suffering from diseases of the teeth. Many 
secondary conditions arise from these disorders and 
probably many diseases of unknown origin may be 
due to tooth infection, since the major portion of 
pyogenic micro-organisms affecting the body enter 
through the mouth. Osler says that septic gastritis 
and enteritis, as well as appendicular, pleuritic, 
gall-bladder and pyelitic inflammations, are due 
largely to infection from the mouth. Wigman and 

Turner believe suppurative alveolar peridontitis 

to have been the causative factor in the majority 

of 42 cases of rheumatism and gout studied. The 
masticatory function is important in the proper 
development of the jaws, since chewing only soft 
substances does not exert enough pressure on the 
growing parts to ensure their proper formation. 

Other causes of improper development are the early 

loss or the prolonged retention of the deciduous 

teeth. Proper correction aids much in the reduction 
of mouth-breathing. GeorcE M. Coates, 
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